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The World Health Organization (WHO) and United Nations Children’s Fund (UNICEF) 
developed a strategy known as Integrated Management of Childhood Illness (IMCI) to 
reduce mortality in children under five years old. The concept of the IMCI strategy arose out 
of the realization in the 1990s that there was a persistent and unacceptably high mortality 
rate in the under-five age group, particularly in developing countries. IMCI forms an integral 
part of South Africa’s health system according to the South African National and the National 
Health Plan for South Africa. The purpose of this study is to gain an understanding of the 
lived experiences of IMCI trained professional nurses in the primary health care clinics in a 
district in Gauteng Province on the implementation of the IMCI strategy. 
 
The researcher utilized a qualitative, exploratory, descriptive and contextual study design 
and used a phenomenological approach. Data was obtained through in-depth individual 
interviews with IMCI trained registered nurses who worked in a district in Gauteng.Specific 
steps were taken during data collection, namely conducting the pilot interview, collecting 
data and writing field notes. Population was purposively selected and analysis of data was 
done using Giorgi’s five steps. Findings were contextualized in the literature. The researcher 
adhered to trustworthiness measures as described by Lincoln & Guba which included 
credibility, transferability, dependability and confirmability. The researcher adhered to ethical 
principles such as autonomy, principle of justice, beneficence and non-maleficence as 
described by Dhai and McQuoid-Mason. The results guided the recommendations to the 
nursing managers and facilitated the implementation of the IMCI strategy in a district in 
Gauteng Province.  
 
Themes and categories that emerged from the findings were as follows: 
 
Theme one, IMCI is experienced as a positive intervention and has five categories, namely,  
easy to use and child friendly; IMCI is experienced as a holistic assessment; health 
education associated with IMCI; IMCI contributes to preventing misuse of antibiotics and 




The second theme is that IMCI is experienced as having challenges. This theme has three 
categories namely, dissatisfied IMCI trained nurses, mothers; resistance to using IMCI and 
resources needed for IMCI. 
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CHAPTER 1 - OVERVIEW OF THE STUDY 
 
 
1.1 INTRODUCTION AND BACKGROUND 
 
Integrated management of childhood Illness (IMCI) is a strategy that has been 
developed in Geneva by the World Health Organization (WHO) and the United Nations 
Children’s Emergency Fund (UNICEF). It has been developed to be implemented by 
developing countries to reduce mortality rate in children under the age of five years. 
Every year, ten million children in the world die before the age of five years despite the 
fact that two thirds of these deaths could have been prevented by implementing IMCI, 
which is cost effective and easy to treat (Meno Makhado & Matsipane, 2019:1).The 
aim of IMCI is to reduce death, illness and disability. It also aims to ensure accurate 
identification of childhood illness, to promote growth and development and to ensure 
appropriate combined treatment for children younger than five years of age (Patel, 
2018:1). An ill child seldom suffers from an isolated problem, but often a combination 
of two or more diseases. This means that a single diagnosis may not be possible or 
appropriate; the child will require a multifaceted approach like IMCI, that will cover 
each identified condition (Mansoor, Chakvalde, Varkey, Skede, Mabasheer, Yasuf, & 
Alani, 2017:2). 
 
South Africa, like other developing countries in Africa, adopted the IMCI strategy in 
1996 and started case management training in 1998. The National Department of 
Health developed guidelines to complement the IMCI document in order for it to suit 
circumstances prevailing in South Africa. Priority attention was given to HIV/AIDS, 
tuberculosis, other acute respiratory infections, ear infections, child abuse, 
malnutrition and management of the critically ill child (Dept of Health, 2008:3). 
 
Registered nurses from the Provincial and local authority clinics are trained in the use 
of IMCI case management guidelines during an eleven-day training course, which is 
led by facilitators. The facilitator to participant ratio of 1:4 as prescribed by WHO 
guidelines is vital to the success of the programme. (WHO: IMCI information Package 




clinical practice. IMCI trained nurses are taught how to assess and manage sick 
children from birth to five years.IMCI trained registered nurses working in primary 
health care clinics emphasize the prevention of disease, communication with mothers 
and caregivers, routine updating of immunizations and counselling of mothers and 
caregivers on feeding problems (WHO: IMCI information Package, 1999: 1). The PHC 
nurses examine, treat, diagnose, and refer adults and children of all ages. The PHC 
nurses are also trained in IMCI and attends to children under the age of five years. 
The IMCI strategy is practiced by both the provincial and local authority clinics. IMCI 
does not generally fall in the private sector realm. The context within which the study 
was conducted is the primary health care clinic in a district in Gauteng Province. A 
pilot interview is an interview done to elicit information from the participants (Holloway 
& Galvin2017:88). The researcher conducted an interview with one participant who is 
IMCI trained and working in a primary health care clinic in a district in Gauteng 
Province.The interview was conducted by the researcher to see if the participantsfully 
comprehend the research question and to give the researcher the opportunity to be 
acquinted with the process of interviewing. 
  
According to Fick (2017:209) over ten thousand health care workers have been trained 
in South Africa and training is ongoing. Despite this, the availability of skilled clinicians 
to provide IMCI remains challenging because of inadequate staff members, high staff 
turnover and rotation of IMCI staff. 
According to Pinto et al (2018:8) IMCI has a role in attending the call for Survive, 
Thrive, Transform from the global strategy for women’s, children’s and Adolescents’ 
Health 2016-2030. IMCI has generated a paradigm shift towards integrated 
programming for child health globally and in countries which should be built on in the 
correct era of the Sustainable Development Goals (SDG), under which global leaders 
has committed to end preventable newborn and child mortality. Full implementation of 
IMCI in health facilities and communities with a critical focus on health systems 
strengthening will be decisive for countries to secure universal healthcare and help 
achieve the health related SDGs. IMCI cannot be implemented successfully 
separately, it must be implemented in an integrated way, along with quality 




concept that full implementation of IMCI can lead to substantial impact on child health 
and survival. (IMCI Global Survey Report; 2017:55). 
According to Salem, Mohamad and Nafee (2019:7), the IMCI strategy is effective in 
the reduction of under-five’s morbidity and mortality if properly and efficiently 
implemented and supervised. Nevertheless, the implementation of the IMCI strategy 
is not optimal due to various factors that can otherwise be overcome by local and 
institutional interventions. Over the last two decades, the world made considerable 
progress in decreasing mortality among children and young adolescents. Even so, an 
estimated 6,3 million children and young adolescents died in 2017, typically from 
preventable causes. Under five children accounted for 5.4 million of these deaths 
occurring in the first month of life, despite considerable progress towards Sustainable 
Development Goals. 
 
To ensure that the IMCI program stays relevant after 20 years, further implementation 
research is needed to understand what works and what does not at the implementation 
level. International and national efforts to strengthen district health management has 
been the linchpin of this effort, and it is imperative to update existing policies to ensure 
adequate fiscal space for IMCI programme at this level. Additional evidence is required 
on the quality of IMCI program implementation across country contexts and study 
settings. In this regard, future implementation research should be conducted in PHC 
facility settings delivering the IMCI to explore program processes and acceptability by 
health care workers (Renosa, Dalglish, Barnighausen & MacMahon 2020:9). 
 
1.2 PROBLEM STATEMENT 
 
The goal of IMCI is to decrease mortality in children under five. Despite the fact that 
IMCI was implemented in South Africa in 1998, available evidence in this regard 
suggests that mortality due to childhood illnesses has not decreased, but is rising in 
South Africa (Statistics South Africa, 2019:5). According to Statistic South Africa 
(2019:1); National Department of Health (2019:1) and SDG (2019:1) South Africa 
envisaged under five mortality rates of less than 30 per 1000 live births by 2030. The 




under 5 is less than 25/1000 (UNICEF SDG, 2019:1). Although the mortality rate 
seems to have decreased, it is still above the target level of 25 /1000 (Statistics South 
Africa, 2019:5). In 2019 the number for under-five mortality rate for South Africa was 
34.5/100 (Statistics South Africa, 2019:10).  
 
Some studies on the implementation of the IMCI strategy in South Africa indicated that 
the strategy was not always used as directed and that this could be one of the reasons 
for the high mortality rate of the under-five age group (Horwood, Buttler, Vermaak, 
Rollins, Haskins, Nkosi, Neilands & Qazi, 2011; Fick, 2017:207). Millions of children in 
developing countries, including South Africa, die from illnesses such as pneumonia, 
diarrhea and malnutrition that can be prevented and treated by using the IMCI strategy 
(Jacpasad, Sibiya & Sokhela, 2015:306-315). When IMCI is applied, several benefits 
are offered to children because the IMCI guidelines were developed to identify children 
requiring a higher level of care (Yalcin, Ozdemir, Ozdemir & Baskin, 2018: 3).  
 
The researcher consequently asked what the experiences of the IMCI trained 
registered nurses in the primary health care clinics in a district in Gauteng Province 
might be on implementing the IMCI strategy. 
 
1.3 RESEARCH PURPOSE AND OBJECTIVES 
  
The purpose of this study is to gain an understanding of the experiences of IMCI 
trained professional nurses in the primary health care clinics in a district in Gauteng 
Province on implementation of the IMCI strategy, in order to make recommendations 
to the nursing managers to facilitate the implementation of the IMCI strategy. 
 
The objectives of this study are to:  
• Explore and describe the experiences of IMCI trained registered nurses in the 
primary health care clinics on the implementation of the IMCI strategy. 
• To make recommendations to the nursing managers to facilitate the 










Personal experience is the knowledge that is derived from being personally involved 
in an event, situation or circumstance (Gray, Grove & Sutherland, 2017: 10). In this 
study, experience refers to the lived experiences of the IMCI trained registered nurses 
in the primary health care clinics in a district in Gauteng province on the 
implementation of the IMCI strategy. 
 
1.4.2 Integrated Management of Childhood Illness (IMCI) Strategy 
 
The IMCI strategy is an integrated approach to child health that focuses on the 
wellbeing of the whole child. It is a child survival strategy developed by WHO and 
UNICEF (WHO: Report, 2001:1). IMCI is a strategy used in primary health care 
facilities for children under five to assess, classify, treat and administer pre-referral 
treatment correctly and refer seriously ill children from a primary health care setting to 
other levels of care. 
 
1.4.3 Integrated Management of Childhood Illness (IMCI) Trained Registered 
Nurses  
 
An IMCI registered nurse is a professional nurse who is registered with the South 
African Nursing Council (SANC), and is competent to independently practice 
comprehensive nursing in terms of The Nursing Act 33 of 2005 (South Africa, 
2005:18). The IMCI trained nurse is a registered nurse or PHC nurse who is trained in 
IMCI. The IMCI trained registered nurse attended an eleven days training course to 
become qualified in IMCI. The IMCI trained registered nurse attends to and provides 
services to children from birth to five years. The IMCI trained registered nurse 
assesses, classifies, identifies treatment counsel the mother /caregiver and provides 
follow up care. The IMCI trained registered nurse uses the IMCI guidelines as desk 
aid when managing children, must have at least 1 year working experience as an IMCI 





1.5 RESEARCH DESIGN AND METHODOLOGY 
 
1.5.1 Research Design 
 
A research design is the researcher’s choice of the best way to answer a research 
question (Gray, Grove & Sutherland, 2017: 192). Polit and Beck (2018:51) describes 
a research design as the plan for obtaining answers to the research question. The 
researcher will utilize a qualitative, exploratory, descriptive and contextual study 
design. A qualitative design focuses on meaning and understanding of human 
experience from the viewpoint of the research participants in the context in which 
action and/or experience take/s place (Van Wyk & Taole, 2015:170; Polit & Beck, 
2018:51). A qualitative design has been chosen for this study because the researcher 
aims at gaining some understanding of the experiences of IMCI trained registered 
nurses within the context of primary health care clinics in a district in Gauteng province 
on implementation of the IMCI strategy.  
 
1.5.2 Research Method 
 
A research method is a technique used to structure, gather and analyze data relevant 
to the research question (Polit & Beck, 2018:8). A phenomenological research 
approach will be used in this study.  
 
A qualitative study is a systemic approach used to describe experiences and situations 
from the perspective of the person in the situation. The researcher analyses the words 
of the participants, finds meaning in their words, and provides a description of the 
experience that promotes a deeper understanding of the experience (Burns, Grove & 
Gray,2015 :63). In this study the experiences of IMCI trained registered nurses 
implementing the IMCI strategy was explored and described.The researcher used a 
phenomenological approach. Phenomenology is an approach which describes the 
common meaning for several individuals of their lived experiences of a common 
concept or a phenomenon. Phenomenologists focus on describing what all 
participants have in common as they experience the phenomenon (Creswell, 




understanding of the lived experiences of the IMCI trained registered nurses on the 
implementation the IMCI strategy in primary health care clinics in a district in Gauteng 
province. 
 
1.5.2.1 Population and Sampling 
 
Population is a set of all members of a defined group. It contains those elements that 
share at least one characteristic (Gray, Grove & Sutherland, 2017: 405). The 
population consists of all IMCI trained nurses using the IMCI strategy in primary health 
care clinics in a district in Gauteng province. The four primary health care clinics were 
utilized in the study in order to obtain adequate and rich data from a large number of 
prospective participants. The four primary health care clinics utilized had a large 
number of IMCI trained nurses and therefore can provide rich information on how they 
experience the implementation of the IMCI strategy. 
 
Sampling is the process whereby the researcher selects a sample from the population 
in order to obtain information regarding a phenomenon in a manner which represents 
the population of interest (Gray, Grove & Sutherland, 2017: 329). According to King, 
Horrocks and Brooks (2019:309) sampling is the process of determining who the 
researcher needs to recruit to effectively conduct their study. Purposive sampling is 
the selection of individuals and sites for the study because they can purposefully 
inform an understanding of the research problem and central phenomenon in the study 
(Creswell, 2018:158). Purposive sampling will be used because the researcher needs 
information-rich participants with lived experiences on implementing the IMCI strategy 
in the primary health care clinics in a district in Gauteng province in order to gain insight 
into this phenomenon. A sample consist of sampling units of people, time and setting. 
The researcher selected participants who know about the phenomenon under study. 
The sample size in a qualitative study was determined by data saturation. According 
to Holloway and Galvin (2017:142) data saturation occurs when redundancy has been 







1.5.2.2 Data Collection 
 
According to Gray, Grove and Sutherland (2017:297) data collection is a process of 
selecting and gathering data from the participants to address a research problem. 
Should the participants agree to participate in the study an appointment will be set up 
with the manager. The researcher visited the primary health care clinics often to 
confirm the appointment for the interview and to build trust and rapport. In-depth 
individual interviews will be used to collect the data and will be conducted with the 
IMCI registered nurses who gave consent to be interviewed and audio taped. The 
researcher acquired interviewing skills when studying community health nursing, PHC 
and when facilitating Pulsa Plus. The interviews will be conducted by the researcher 
in English because IMCI is taught in English and IMCI registered nurses understand 
English. Interviews will be conducted at a place and time convenient to the 
participants. The interviews will last for approximately 45 - 60 minutes and field notes 
will be taken during and directly after the interviews. The in-depth individual interviews 
will be conducted in a private and quiet environment. The participants will be able to 
explain how the phenomenon will be experienced. In-depth individual interviews will 
be conducted by the researcher. Participants will be free to put their experiences 
forward without fear of victimization. This will also prevent bias, cohesion or prejudice. 
Creswell (2017:259) believes that it is critical to develop and maintain a good 
relationship for credibility of the study through the participant’s involvement. 
 
“How is it for you to use IMCI?” 
 
Interviews will be conducted until data saturation is obtained, Data saturation occurs 
when no additional information is attained. 
 
1.5.2.3 Data Analysis 
 
Qualitative data analysis is both the code and the thought processes that go beyond 
assigning meaning to the data (Corbin & Strauss, 2015:5; Gray, Grove & Sutherland, 
2017:269). Thematic analysis is a quest to ascertain themes that surface and are 




vigilant and repeated reading of the data (Feza, 2015: 464 in Okeke and Van Wyk). 
The researcher used thematic analysis to uncover themes that are prominent and 
significant in the data. The audio taped data will be transcribed verbatim by the 
researcher. Field notes will be added to the transcribed data. Two copies of the 
transcribed interviews will be made by the researcher: one for herself and one for the 
independent coder to be used for data analysis. Data will be analyzed using Giorgi’s 
five steps of data analysis (Gerrish & Lath lean 2015:219). Data will be analyzed 
separately by the researcher and independent coder, a consensus discussion with the 
independent coder will be done to finalize the theme and categories.  
 
The findings of the research will be contextualized in the literature and 
recommendations will be made based on the findings and the literature review.  
 
1.6 MEASURES TO ENSURE TRUSTWORTHINESS 
 
In order to ensure trustworthiness, the researcher will follow the measures described 
by Lincoln and Guba (1985:301). Trustworthiness measures include: credibility, 




Credibility refers to confidence in the truth of the data and interpretations thereof, as 
well as carrying out a study in a way that enhances credibility of the findings (Lincoln 
& Guba, 1985:301). The researcher’s prolonged engagement with the data will enable 
her to gain insight into the phenomenon, and to have an in-depth understanding of the 
phenomenon under study. Data will be analyzed by an independent coder with 
extensive experience in qualitative data analysis. Consensus discussion between the 
independent coder, researcher and supervisor to finalize the themes and categories 









Transferability refers to the extent to which the findings can be transferred to other 
settings or groups (Lincoln & Guba, 1985; Holloway & Gavin, 2017:309). 
Transferability will be ensured by providing a thick description of the context of the 
study, participants’ demographic information and findings supported by direct quotes 
from participants. The researcher will give a thick description of the research 
methodology that will be used in the study. Transferability of a qualitative study is not 
advisable, since the study is contextual and thus the findings apply to the context in 




Dependability refers to the stability of the data over time and under different conditions 
if the study was to be repeated with the same participants in the same context (Lincoln 
& Guba, 1985:299). Dependability applies to the overall evaluation of the research 
study by the auditors to ensure stability over time (Lincoln and Guba 1985:299). 
Credibility will not be obtained in the absence of dependability. Dependability in this 
study will be ensured by providing a thick description of the research methodology. 
The researcher and independent coder will analyze the data independently and 
compare results of the data. The researcher will ensure dependability by providing an 




Confirmability refers to objectivity that is the potential for congruence between two or 
more independent people about the data accuracy, relevance or meaning (Lincoln & 
Guba 1985:301). The researcher’s first concern will be to ascertain whether findings 
are grounded in the data, a matter easily determined if appropriate audit trail linkages 
have been established. Raw data will be kept for an inquiry audit (Lincoln & Guba, 
1985:301). Findings will reflect the participant’s voice, supported by direct quotes and 
field notes and not the researcher’s biases, motivations or perspectives (Lincoln & 
Guba 1985:301). The major technique for establishing confirmability will be the audit 




The findings will be followed with verbatim quotations and field notes from interviews. 
These findings will be contextualized in the literature. All the raw data will be kept for 
audit purposes. The researcher of this study will keep all records safe under lock and 
key for a period of two years after data publication.  
 
1.7 ETHICAL CONSIDERATION 
 
The researcher will take into consideration the ethical principles as set out in Dhai & 
McQuoid-Mason (2011).According to Gray, Grove and Sutherland (2017:177) ethics 
is descrbed as mandated voluntary consent, justification of research for the good of 
society with an appropriate balance of risk and benefit, adequate protection of 
subjects’ right to withdraw from experimental, and adequate scientific qualification for 
the researcher. 
 
1.7.1 Informed Consent and Autonomy  
 
Informed consent entails a process of information sharing and decision making based 
on mutual respect and participation (Dhai & McQuoid-Mason, 2011:70). The 
researcher will secure informed consent of all participants after the purpose and 
AAdetails of the study were explained to the participants. Consent will be voluntary, 
informed and in writing for both the interview and the audio tape of the interview. The 
participants will have the right to withdraw from the study at any time without fear of 
penalty or prejudice (See Appendix B). A number will be allocated to every interview 
to protect the identity of the participant. The collected data such as the consent form 
as well as the interview and audiotape will be kept under lock and key by the 
independent coder and interviewer. Ethical clearance will be obtained from the 
Research Ethics Committee of the Faculty of Health Sciences of the University of 




The principle of non-maleficence is defined as the principle of avoiding harm or doing 
as little harm as possible (Dhai & McQuoid-Mason, 2011:173). The researcher does 




refer the participant. The participant’s information and participation in the research will 
be kept in confidence to ensure their privacy and autonomy. This will be ensured by 
omitting names from transcribed interviews. The only people who would have access 
to the data will be the researcher, supervisor, independent coder and interviewer. 
 
1.7.3 Principle of Justice 
 
The principle of justice is an ethical obligation to treat each person in accordance with 
what is right and proper (Dhai & McQuoid-Mason, 2011:15). The researcher will 
ensure that the process of selection and recruitment, exclusion and inclusion of 
research participants is just and fair and based on sound and scientific ethical 
principles. The principle of justice will be applied when selecting participants in this 
study and that will be based on experiences of the phenomenon. 
 
1.7.4 Beneficence  
 
Beneficence means doing good for others and promoting the interest and wellbeing of 
others (Dhai & McQuoid-Mason, 2011:18). The researcher will act in the best interest 
of the participant and promote positive welfare by giving them a voice. The researcher 
will obtain permission to conduct the study from relevant authorities, employees and 
owners of the institutions which she intends to use. 
 
1.8 DIVISION OF CHAPTERS 
 
The chapters of this study is organized as follows: 
 
Chapter 1: Introduction, background, rationale of the study  
Chapter 2: Research design and methodology  
Chapter 3: Presentation and discussion of the research findings 









In this chapter, the overview of the study was presented. The background and 
rationale of the study that motivated the research problem, and research question with 
a detailed description of the purpose and objective of the study were described. The 
key concepts used in the study were defined and clarified. The overview of the 
research design and methodology used in the study was outlined, including the 
approach of the research study. Measures to ensure trustworthiness were discussed 
in detail. The ethical issues considered in this study were also discussed, as well as 
the layout of the division of chapters. Chapter 2 will describe and discuss in detail the 
research design and methodology used in the different phases of the study, including 










In chapter one, the introduction and overview of the study, the reader was given a brief 
overview of what is to follow. The background to the research problem, including the 
research question, was stated. The purpose, objective and methodology were briefly 
discussed. Data collection, data analysis and measures of trustworthiness and ethical 
considerations were also discussed.  
 
In this chapter, the research design and methodology are discussed in more detail. 
Population and sampling; data collection method and field notes are described in more 
detail. Data analysis, measures to ensure the trustworthiness of the study and ethical 
consideration are discussed and described. 
 
2.2 RESEARCH DESIGN 
 
According to Creswell (2018:327) a research design is the entire process of research, 
from conceptualizing a problem to writing a narrative; not simply the method such as 
data collection, analysis and report writing. Gray, Grove and Sutherland (2017:192) 
define it as the researcher’s choice of the best way to answer a research question. A 
research design describes the plans and procedures that guide the researcher. Flick 
(2017:6) indicates that the selected research design should be suitable for the study. 
In this study, the researcher chose to use a qualitative, explorative, descriptive and 
contextual design. This design enabled the researcher to gain an understanding of the 
lived experiences of IMCI trained professional nurses in implementing the strategy in 
primary health care clinics in a district in Gauteng Province.The IMCI trained nurse 
should have worked at least one year after qualifying in IMCI.This choice was made 
because the researcher’s primary focus was to explore and describe a phenomenon 
of which little was known. In-depth individual interviews were conducted in order to 





2.2.1 Qualitative Research Design 
 
Qualitative research is conducted to explore, describe and promote an understanding 
of human experiences, situations, events and cultures overtime (Gray, Grove & 
Sutherland, 2017:43). Qualitative research is used when little is known about a 
phenomenon. This means that in the qualitative design, the dynamic, holistic and 
individual aspects of human life are captured entirely within the lived and natural 
environment of those who are experiencing them (Gray, Grove & Sutherland, 
2017:675). Qualitative data takes on the form of words/language and is analyzed in 
terms of individual responses or descriptive summaries in non - numerical form. The 
design is flexible and capable of adjusting to what is learned during data collection 
(Polit & Beck, 2018:184). In this study a qualitative approach was used because it was 
the most appropriate way in which to explore how meanings of data are formed or 
transformed. Quantitative research design was not used in this study because it is 
conducted to describe variables or concepts that examine relationships among 
variables and to determine the effects of an intervention on an outcome. Thus, 
quantitative research is more useful for testing theory, by testing the validity of 
relationships that compose the theory and not to gain a deeper understanding of 
phenomena (Gray, Grove & Sutherland, 2017:47). In this study the researcher 
explored the lived experience of the IMCI trained professional nurses on 
implementation of the strategy in the primary health care clinics in a district in Gauteng 
province. The qualitative design enabled the researcher to explore the experiences of 
IMCI trained professional nurses on the implementation of the strategy and therefore 
an exploratory design will follow.  
 
2.2.2 Exploratory Design 
 
Exploratory research design scrutinizes the full nature of the phenomenon and the 
process by which the phenomenon is experienced (Polit & Beck, 2018:12). Exploratory 
research begins with a phenomenon of interest, whereby a study is conducted to gain 
insight into the phenomenon. This is where the researcher has an idea or has detected 
something and seeks to understand more about it. It is used where there is absence 
of basic evidence or understanding of a phenomenon of interest or concern. Instead 




phenomenon, the way it is experienced, as well as other related factors (Polit &Beck, 
2018:403). The researcher in the present study aimed at acquiring an understanding 
into the phenomenon of interest, by exploring the phenomenon through requesting the 
participants to describe in their own words their lived experiences of implementing the 
IMCI strategy. 
 
2.2.3 Descriptive Design 
 
Leedy and Omrod (2015:154) state that descriptive research is a study that is 
designed to accurately portray the participants and their experience of the 
phenomenon. It describes a situation as it is. Descriptive designs are constructed to 
gain more knowledge about the characteristics of the phenomena. The purpose of a 
descriptive design is to provide a picture of a situation as it naturally happens (Grove, 
Gray & Sutherland, 2017:200). Descriptive research gives a perspective of the specific 
details of a situation or social setting and centers on “how and why” questions. The 
researcher, therefore, begins with a well-defined phenomenon and conducts research 
to describe it truthfully as it happens in the natural setting. In qualitative research, 
descriptive design is more likely to refer to a more intensive scrutiny of the 
phenomenon and the deeper meanings leading to a thick description of the 
phenomenon under investigation (Gray, Grove & Sutherland, 2017:200). A descriptive 
design was used to describe the lived experiences of the IMCI trained registered 
nurses in the primary health care clinics in a district in Gauteng province implementing 
the IMCI strategy. Through exploring this phenomenon the researcher offered 
participants the opportunity to describe their lived experiences of implementing the 
IMCI strategy. The researcher attempted to describe the experiences of participants 
to provide a better understanding of lived experiences of implementing the IMCI 
strategy. A description of the findings and some demographic data after data analysis 
will be presented in chapter 3.  
 
2.2.4 Contextual Design 
 
Context may be defined as a set of conditions within which the action and strategies 
have taken place. The context involves situating the participants of the study within 




natural setting where participants’ behavior and events occur. A phenomenon must be 
studied in its natural setting because individuals take their meaning from themselves 
within their own context (Gray, Grove & Sutherland, 2017: 200). The context within 
which this research was conducted is the primary health care clinics which belong to 
the Johannesburg Health Metropolitan district in Gauteng Province where IMCI trained 
professional nurses implement the IMCI strategy in their daily duties. Gauteng is 
divided into sub-districts and regions. Gauteng is the only landlocked province of 
South Africa and home to 14,2million people(Johannesburg Health District 
plan,2018/19-2020/21 :14-16 ). The study took place within the context of one of the 
districts in Gauteng Province (Johannesburg Health District Plan, 2018/19-2020/21). 
The district in Gauteng Province where the study was conducted has 68 clinics that 
belong to the provincial department and 80 clinics belong to the local authority. Only 
the primary health care clinics and community health care centers belonging to the 
province were used for the study. The local authority clinics were not included in the 
study. 
 
Patients gain entry into the public health system through primary health care and 
community health centers. The community health care centers are big and provide all 
the services that are rendered in the primary health care clinics, but also other services 
such as dentistry, prenatal psychiatric and physiotherapy departments. The primary 
health care centers and community health centers are under the authority of the 
provincial department of health and prmary health clinics belong to the metropolitan 
municipality (local authority).The local authority clinics does not have community 
health centers. In this study data was collected in the primary health care clinics under 
the authority of the provincial department of health (hereafter also referred to as 
provincial clinics).  
 
Patients come to the clinic complaining of more than one problem, meaning they might 
need more than one health need addressed. The services in the provincial clinics are 
rendered in a fragmented manner. For instance, the patient does not receive diverse 
services such as acute pediatrics and chronic care in the same room. An example 
would be if a patient has come to collect treatment for tuberculosis and also has to 
collect contraceptive pills. The patient would have to go to different rooms. In the local 




there to collect treatment for tuberculosis and to collect tablets for contraception, the 
patient will be seen in the same room and this is called “one stop shop”. Those patients 
who visit the provincial clinic with more than one health need will have to queue more 
than once to access all the services in these clinics.  
 
Location of the clinics 
 
The primary health care clinics used in the research are surrounded by shopping 
malls, police stations, school’s, nurseries, community halls and taxi ranks; they are 
situated not far from each other -about 2 kilometers apart. This makes the primary he 
which are accessible to community members of all ages. The primary health care 
clinics provide care to approximately 2 million people. This clearly indicates that the 
primary health care clinics are densely populated as they are situated in a busy and 
populated environment. The four primary health care clinics that the researcher 
purposively selected have a high number of IMCI trained nurses that can be 
information rich on how they experienced the phenomenon of implementing the IMCI 
strategy 
 
Hours of operation and Services provided  
 
The primary health care clinics are open six days a week, from 07h00 16h00 on 
weekdays and 07h00-13h00 on Saturdays. The people attending these clinics speak 
local languages, mostly Tswana, Zulu, Venda and Xhosa. Different services are 
rendered at the primary health care clinics, such as antenatal care which is a service 
rendered by SANC registered midwives SANC (R1247)) to pregnant women until they 
are full term (i.e. nine months pregnant) and ready to deliver their babies. Pregnant 
women who are in labour are then transferred to the labour ward in a community health 
center to deliver. Prevention of mother to child transmission (PMTCT) is also provided 
during pregnancy to mothers who are Human Immunodeficiency Virus (HIV) infected, 
to prevent transmission of HIV to the unborn baby (NDoH, 2016:25). Services such as 
family planning or reproductive health services are rendered by registered nurses. 
Different contraceptive methods are offered to the patients, including the insertion of 
an intra-uterine device .A new method which entails an implantation inserted into the 




are offered to clients to minimize sexually transmitted disease HIV/AIDS as well as 
pregnancy. 
 
The primary health care clinics are divided into acute and chronic departments for both 
adults and children respectively. The patients who are seen in the acute department 
have conditions that can be treated immediately, such as coughing or sore throat. 
Chronic patients have long term illnesses such as Diabetes and hypertension. The 
services are provided by different departments such as: emergency department where 
patients are resuscitated, IMCI, tuberculosis, physiotherapy, social work, youth 




Each of these primary health care clinics are managed by a nursing manager. The 
staff consists of different health care professionals namely doctors, registered and 
enrolled nurses, social workers, clerical staff, cleaners, health promoters, security 
guards and community health workers. From the four clinics in which the study was 
conducted, three have residential medical doctors and the remaining one does not 
have a medical doctor. In a clinic where there is no medical doctor, all non-urgent 
patients needing a doctor’s attention are referred to the nearest community health care 
clinic with a residential doctor. All urgent patients are referred straight to a district 
hospital.  
 
This study focuses on the provision of IMCI services regarding the implementation of 
IMCI as experienced by participants. The PHC nurse is a registered nurse with one-
year additional training in Clinical Nursing Science, Health Assessment, Treatment 
and Care (R48). These primary health care (PHC) nurses assess, examine, treat, 
diagnose, refer patients to various appropriate institutions, for example clinic doctor, 
hospital or to the social worker if the patient has social problems. The PHC nurse 
attends to all children from birth to twelve years and all other patients who come to the 
clinic with both acute and chronic conditions. The PHC nurse uses the Primary Clinical 





The IMCI trained nurse is a registered nurse or PHC nurse who is trained in IMCI. The 
IMCI trained registered nurse attended an eleven-day training course to become 
qualified in IMCI. The trained nurse attends to and provides services to children from 
birth to five years. The IMCI trained nurse assesses, classifies and identifies treatment, 
counsels the caregiver and provides follow-up care. The IMCI trained nurse uses the 
IMCI guidelines as a desk aid when managing children.  
 
The mother or caregiver usually brings the child to the clinic because he/she is unwell. 
The IMCI trained nurse first determines what the reason for the visit is. The child is 
weighed, and temperature taken and recorded on the patient card. Only then will the 
mother/caregiver and child see an IMCI trained registered nurse. The 
mother/caergiver and child are offered a chair to sit together in a queue for children. 
The IMCI trained nurse identifies who amongst the waiting children are seriously ill, 
for example the trained nurse checks for any general danger signs which could 
indicate severe disease. 
 
•  Implementation of the IMCI Strategy 
The provision of IMCI services entails a process whereby the IMCI trained registered 
nurses assess, classify, treat, counsel and refer all children under the age of five years 
using the IMCI guidelines (WHO, 2019:1-64) as a desk aid. The IMCI trained 
registered nurse does a rapid appraisal of all waiting children (triage) to identify very 
sick children who need urgent attention and those who are non-urgent. For the child 
needing urgent attention, the nurse takes vital signs, weighs the child and checks for 
any of the five general danger signs such as: Inability to drink and breastfeed; vomiting 
all the feeds; previous history of convulsions; presence of lethargy or unconsciousness 
and presence of convulsions at present (WHO,2019 :24). All children under the age of 
five years who are severely ill are assessed for the above danger signs. A child having 
any of the above-mentioned general danger signs needs urgent attention. The nurse 
does a quick assessment, gives pre-referral treatment and refer the child to hospital 









For non-urgent patients, the nurse assesses the child by taking the health history of 
the child from the mother, including the main complaint/s. Children are assessed in 
their own clinic consulting room, then classified (given a diagnosis, such as 
pneumonia), given the necessary treatment in the clinic, by the IMCI trained nurse as 
indicated in the yellow block (WHO, 2019:25).  
 
After giving treatment, the IMCI trained nurse should asses if the condition of the child 
improves or not. If the condition of the child improves, the nurse gives the medication 
to the mother/caregiver and advises the mother/caregiver when to bring the child for 
a follow-up consultation. Further education is given to the mother/caregiver about the 
reasons for the importance of bringing the child for follow-up. The mother/caregiver is 
also educated about all the other health problems that the child may have, such as 
feeding problems, including information on the danger signs of when to return to the 
clinic immediately. 
 
IMCI guidelines has a column that allows the IMCI trained nurse not to give 
medication/caregiver to children, for example, a child who has a cough or cold or a 
child with diarrhea with no dehydration. The mother/caregiver is given health education 
on how to treat the child at home, how oral rehydration solution (ORS) is administered 
or how to soothe the cough at home with a safe remedy. The IMCI trained registered 
nurse attends to all the complaints of the mother/caregiver regarding the child.  
 
Almost all the classifications in the chart booklet have days specified of when to return 
for follow up and which treatments should be given and when. During the assessment 
of the child the IMCI trained nurse asks the mother about her own health. 
 
If the child is sick but does not have any signs of very severe disease after assessment 
by the IMCItraned registered nurse, the child is classified as ‘Cough OR Cold’. If 
coughing and no treatment is given at the primary health care clinic, the 
mother/caregiver is educated on how to soothe the throat and relieve the cough by 
utilizing ingredients available at home, such as honey, warm weak tea and lemon. A 




child with no signs of severe disease is classified under the green block). The 
mother/caregiver is advised on home rehydration solution made of salt, sugar and 
boiled cooled water.  
 
The research design, (qualitative, explorative, descriptive) and context of the study 
have been discussed so far in this chapter. The research methodology will be 
discussed next. 
 
2.3 RESEARCH METHODOLOGY 
 
A research method is a technique used to structure, gather and analyze data relevant 
to the research question (Polit & Beck, 2018:8).The research method constitutes the 
population, sample, sampling method, data collection, data analysis and measures to 
ensure trustworthiness. A phenomenological approach will be used in this study. 
 
A qualitative study is a systemic approach used to describe experiences and situations 
from a perspective of the person in the situation. The researcher analyses the words 
of the participants, finds meaning in their words, and provides a description of the 
experience that promotes a deeper understanding of the experience (Burns, Grove & 
Gray, 2015:63). The researcher explored and described the experiences of IMCI 





Phenomenology is concerned with the lived experiences of humans. Phenomenology 
is an approach to thinking about what life experiences of people are like and what they 
mean (Polit & Beck, 2018:49). Further-more, phenomenological research aims to 
explore and describe the phenomena including everyday experiences as described by 
people and what is sometimes referred to as the lived experiences of a situation or 
condition. Phenomenology is an approach with its roots in philosophy and is not 





Descriptive phenomenology was developed by Husserl in (1859 – 1938). The major 
aim of descriptive phenomenological research is to generate a description of a 
phenomenon of everyday experience to achieve an understanding of its essential 
structure (Holloway & Galvin, 2017:219).  
 
Interpretive phenomenology, on the other hand, was developed by Heidegger(1889-
1976). Hermeneutic phenomenologists do not believe that researchers can be very 
successful in suspending their preconceptions, but rather that they should use their 
preconceptions positively, making them more explicit so that readers of the research 
can understand the strengths and limitations of the interpretations that the researcher 
makes (Gerrish & Lathlean, 2015:215).  
 
In phenomenological research, the researcher asks what the essence of the 
phenomenon is as experienced by the people. The researcher explores the 
participants’ experiences and often the meaning those experiences hold for them. The 
researcher will collect data from persons who have experienced the phenomenon and 
develops a composite description of the essence of the experience for all individuals, 
what they experienced and how they experienced it (Creswell, 2018: 75). The 
researcher will use descriptive phenomenology to describe the lived experiences of 
IMCI trained nurses in implementation of the strategy in a district in Gauteng province.  
 
2.4 POPULATION AND SAMPLING 
 
Population comprises all the individuals who meet certain criteria for inclusion in a 
given universe (Gray, Grove & Sutherland, 2017:32). The population consists of all 
IMCI trained nurses using IMCI strategy in primary health care clinics in a district in 
Gauteng province. The researcher chose IMCI trained nurses as the population 
because they have rich lived experience of the implementation of the IMCI strategy, 
which is the topic being studied. The researcher chose four primary health care clinics 
for this study. The reason for selecting these clinics was that they have a large number 
of IMCI trained nurses and therefore can provide rich information on how they 





Inclusion criteria are characteristics that participants must possess to be part of the 
target population (Gray, Grove & Sutherland, 2017:33). 
 
The inclusion criteria for this study were; 
• Professional nurses who were trained in IMCI working in primary health care 
clinics 
• They must have worked in a primary health care clinic for at least one year after 
qualifying in IMCI. 
• Should be able to speak and understand English because interviews will be 
conducted in English and it was the medium of training. 





Sampling involves selecting a group of people, events, behavior, or other elements 
with which to conduct the study Gray, Grove & Sutherland (2017:691). Sampling is 
also regarded as a process whereby the researcher selects specific critical participants 
who have rich lived experience about the phenomenon under study. For this reason, 
purposive sampling was used. The logic and power of purposive sampling lies in 
selecting information rich cases from which one can learn a great deal about issues of 
vital importance to the purpose of inquiry (Holloway & Galvin, 2017:143; 
Patton,2016:265). Purposive sampling was used to allow the researcher to gain 
access to participants who had been trained in IMCI, implemented the IMCI strategy 
and therefore have lived experience in the implementation of the IMCI strategy. They 
can provide rich data about their lived experiences on the implementation of the IMCI 
strategy. 
 
The potential participants were contacted by the researcher, who explained the nature 
of the research. The researcher held individual meetings with all participants to brief 
them about the purpose and method of the study. Participants were given an 
opportunity to ask questions and seek clarity, where necessary, to ensure that there 




both the researcher and participants. All who agreed to take part in the research and 
met the inclusion criteria were considered as participants in the research and 
interviews. A place, date and time convenient to the participant were set for the 
interview. A sample consists of sampling units of people, time and setting. The sample 
size was not pre-determined because data had to be collected until there was no 
additional information forthcoming, meaning until there was data saturation (Holloway 
& Galvin, 2017:142). 
 
Exclusion criteria is defined by Polit & Beck (2015:338) as specific characteristics that 
are not relevant for the study to be undertaken. The researcher excluded registered 
nurses who were not trained in IMCI and who worked in a primary health care clinic 
for less than one year.  
 
2.5 DATA COLLECTION 
 
Data collection is the process of gathering data from the selected participants (Gray, 
Grove & Sutherland, 2017:338). In qualitative studies data collection occurs 
simultaneously with data analysis. 
 
Data collection is a precise, systematic process of gathering data from the participants 
to address a research problem (Gray, Grove & Sutherland, 2017:673). Data was 
collected using in-depth individual interviews (Dakwa, et al., 2015:299 in Okeke & Van 
Wyk). The data collection method is described and discussed in detail below. 
 
2.5.1 In-depth Individual Interviews  
 
According to Dakwa (2015:299), in-depth individual interviews are a data collection 
method which the researchers use to elicit information from the research participants 
to achieve a holistic understanding of the participants’ lived experience of a 
phenomenon. Furthermore, in-depth individual interviews involve the researcher 
sitting down face to face with participants, encouraging the participants to elaborate 
freely about their experiences and responding to the research question (King, Brooks 





Through in-depth individual interviews the researcher strived to gain entrance into the 
participants’ world and into their lived experience. The researcher used in-depth 
individual interviews because it allowed the participants to provide their own individual 
experiences regarding the implementation of the IMCI strategy within the context of a 
PHC clinic in a district in Gauteng province. This was done to determine the meaning 
as experienced by the participants in implementation of the IMCI strategy. The 
researcher also used in-depth individual interviews because it allows the participants 
to provide their lived experience being explored and described.  
 
Information obtained through in-depth individual interviews can only be qualitative in 
nature (Dakwa, 2015: 299). In-depth individual interviews were conducted by the 
researcher in a private and, comfortable environment which was determined by the 
participant. This allowed the participants to explain how they experienced the 
implementation of the IMCI strategy. The researcher listened effectively and was very 
attentive to the experiences that were described by the participants during the 
interview. The in–depth individual interviews were conducted at a venue determined 
by the participants at a time and date convenient to the participants and were 
audiotaped with the consent of the participants. The venue was private, away from 
disturbances where the interview was recorded without any noise from the surrounding 
area. The participants were assured that their identities and information would be kept 
confidential.  
 
The most important aspect of this research is to obtain rich information from the 
participants in order to provide recommendations to the nurse manager about the 
experiences of IMCI trained nurses on implementation of the IMCI strategy in a district 
in Gauteng province. The duration of the interview was about 45-60 minutes. The 
researcher listened attentively and was very sensitive to the experiences that were 
described by the participants during interview sessions, with the researcher displaying 
an attitude of genuineness, respect and friendliness during the interview. The 
researcher used communication techniques to elicit the experience from the 
participants and avoided leading questions, was not judgmental and gave support to 





“How is it for you to use - IMCI?” 
 
The researcher used different communication skills to encourage in-depth exploration 
and discussion of the experiences of IMCI trained professional nurses on 
implementing the strategy. The researcher used the following communication skills 
during interviews to encourage in-depth exploration and description of the experiences 
of IMCI trained professional nurses on the implementation of the strategy to ensure 
successful in-depth individual interviews. 
 




Silence is a channel for sending and recovering messages (Uys & Middleton, 
2017:181). Silence allows the participants to reflect on what has been discussed, to 
consider thoughts and make choices about where to take the story next. Silences 
inevitably occur during a therapeutic conversation between the researcher and 
participant and can make the participant feel uncomfortable. They often motivate the 
participant to talk, share thoughts or feelings. The researcher used silence to allow the 
participants to reflect on what they had said during interviews, whilst ensuring that 
silence did not make participants feel uncomfortable, for example the researcher may 




Active listening was used by the researcher by paying undivided attention to what the 
participants did and said. Through active listening, the interviewer listened to the 
content of the message, how the participants stated their response and what they 
meant, for example, maintaining eye contact or nodding of the head (Uys & Middleton, 
2017:177). The researcher incorporated listening with concentration and avoided side 







Sometimes the researcher cannot make sense of the participant’s message and needs 
to clarify the message with the participant. The participant might have given the 
researcher a lot of information which needs to be clarified. 
 
Clarification is an attempt to understand the basic nature of a participant’s statement. 
It is an attempt to find the meaning of a communicated message and to establish a 
natural understanding by asking the participant to give an example or to clarify what 
he or she means. This will assist in understanding his/her intended message, and it 
will stimulate the participant’s thinking. The researcher repeated what the patient had 
said to ascertain what was meant (Uys & Middleton, 2017:180). To clarify what the 
participants said, the researcher asked the participants a few questions like “Let me 





Summarizing means combining the different views and feelings at the end of the 
interview by compiling them into one single meaningful statement. The summary 
consists of concise presentation of the current knowledge base for the research 
problem (Holloway & Galvin, 2017:93). Summarizing was used by the researcher to 
elaborate on what participants had said. It was also used to close interviews. 




Focusing allows the participant to stay with specifics and without jumping from topic 
to topic. This skill of focusing on feelings, thoughts and behaviour, helps the nurse’s 
understanding of the experience of the phenomenon under study (Uys & Middleton, 
2017: 180). The researcher will use this technique to ensure that the important points 








This technique is used when the researcher assigns, assimilates and restates in 
similar words what the participants have said (Uys & Middleton, 2017:179). It gives the 
researcher the opportunity to test his/her understanding of what the participant is 
attempting to communicate about their experience of IMCI implementation in a district 
in Gauteng province.  




Exploring examines certain ideas, experiences and relationships more fully. This is a 
way of gathering data and enquiring about a subject or feeling (Uys & Middleton, 2017: 
186). The researcher used this communication technique to gather more information 
and to seek understanding of what the participant is talking about (Uys & Middleton, 
2017:186). The researcher wanted the participants to elaborate freely about their 
experience. 
Example: “Tell me more … 
 
All the in-depth individual interviews were transcribed verbatim and analyzed directly 
after the interview to determine data saturation. Data saturation was reached when no 
additional information was obtained. Field notes were also written directly after each 
interview. 
 
2.5.2 Field Notes 
 
Field notes as a method of data collection are notes that the researcher writes during 
and immediately after interviews (Holloway & Galvin, 2017:223-224). Field notes 
represent the observer’s efforts to record information and to synthesize and 
understand the data (Polit & Beck, 2018:207). Field notes assisted the researcher of 
this study to observe and report on the participants’ actual behaviour. Detailed notes 
about the interview helped the researcher to reflect on the data more accurately, 
(Strydom & Bezuidenhout, 2015:180). Furthermore, the field notes contributed to the 




Field notes also helped the researcher to remember what the participants did, said or 
experienced during data collection. Field notes were of value because they were used 
to enrich the audiotape recordings and assisted the researcher with verbatim 
transcription of data. Field notes contained a description of the researcher’s reflection 
regarding conversations, interviews and the stimulation of innovative ideas during the 
study. Field notes were typed, marked and attached to the transcription of each 
interview. 
 
2.5.3 Pilot Interview 
 
A pilot interview is an interview done to elicit information from the participants 
(Holloway & Galvin, 2017:88). The researcher conducted a pilot interview with one 
participant who is IMCI trained and working in a primary health care clinic in a district 
in Gauteng province. The pilot interview was conducted at a venue determined by the 
participant at a time and date convenient for the participant. The interview was 
conducted by the researcher in order to give the researcher the opportunity to get 
acquainted with the process of interviewing and to fully comprehend the research 
question. On the scheduled appointment date the participant was put to ease. The 
researcher highlighted aspects of the consent form which included the purpose and 
objectives of the study. Assurance was given of anonymity of data and permission to 
use the audio-recorder was obtained. The participant was asked one central question 
by the researcher in English. 
 
“How is it for you to use IMCI?” 
 
The participant understood the question very well. The researcher used the audio-
recorder to record the pilot interview. The in-depth individual interview was facilitated 
through active interaction, that is face to face between the researcher and the 
participant. Adhering to the purpose and objectives of the study, the researcher 
obtained descriptions from the participant’s lived experiences of the phenomenon 
under study. The researcher listened attentively and was very sensitive to the 
experiences that were discussed by the participant during the interview session. The 





Thereafter the in-depth individual interviews were conducted with the participants who 
gave their consent, until data saturation occurred. Field notes were taken by the 
researcher during and directly after interviews. Participants were assured that 
information gathered during the interview would be confidential, with no names 
indicated on any transcribed data. Audio-recorded interviews were transcribed 
verbatim, and field notes were included in the transcribed data. Transcribed interviews 
were copied and sent to the independent coder and the other copy left with the 
researcher for data analysis. 
 
2.6 QUALITATIVE DATA ANALYSIS 
 
Qualitative analysis is a process of creating meaning out of information generated 
during the research study activity (Creswell, 2017: 183). Data analysis is conducted to 
reduce, organize and give meaning to the data (Gray et al., 2017:554). Thematic 
analysis is a quest to ascertain themes that surface and are significant in the narrative 
of occurences and also suggest that this quest requires vigilant and repeated reading 
of the data (Feza,2015:464 in Okeke and Van Wyk). The researcher used thematic 
analysis to uncover themes that are prominent and significant in the data. Data 
analysis was done to give meaning and interpret the experiences of IMCI trained 
professional nurses on the implementation of the strategy in a district in Gauteng 
Province. For this study, data was collected from different in-depth individual 
interviews and were transcribed verbatim by the researcher.  
 
The researcher then verified the transcripts against the audio-recordings to ensure the 
integrity of the data. The process of listening to the audio recordings and re-reading 
the transcripts assisted the researcher to familiarize herself and get immersed with the 
raw data. Data analysis of the transcripts was done by the researcher and independent 
coder using Giorgi’s (2009) data analysis method. The researcher used coding in 
transforming raw data into standardized form suitable for processing and analysis. 
There were five steps of data analysis and the researcher employed all the measures 
in the study. According to Gerrish and Lath lean (2015:219), Giorgi’s descriptive 
method describes the essential features of any given phenomenon experienced by 





The descriptive method consists of the following: reading to get a narrative sense of 
the text as a whole; dividing the text into meaning units; expressing the meaning units 
in more transferable and general ways; formulating a narrative structure that highlights 
and integrates the essential meanings of the experiences across cases; illustrating 
common themes in greater detail by elaborating further and also by using quotations 
from the research participants. This phase indicates some of the different and unique 
ways that different people “lived out” the essential meanings of a phenomenon. 
 
The first step; of data analysis is to read through a transcript in full because 
phenomenological analysis is holistic. The researcher should get a feeling for the data, 
and a sense of the whole while sensitively disseminating the intentional objects of the 
life world description provided by the participant (Giorgi’ 2009:128). Both the 
researcher and the independent coder read through all the transcriptions to get the 
sense of the entire description of the phenomenon under study. A central and primary 
aspect of the data analysis is phenomenological reduction (or “bracketing”).  
 
The second step of data analysis is determination of meaning units. The phenomenon 
that the researcher seeks to experience legitimately guided the process of defining 
meaning units. The meaning units should be contained in the description since most 
of the descriptions obtained from interviews are too long to be dealt with holistically, 
the researcher has to break them into parts in order to do them justice (Gerrish & 
Lathlean, 2015:219). The researcher and independent coder divided the entire text of 
the transcripts into meaning units to see if there is a change in the meaning units this 
aims to help the researcher in the transformation of data and production of structural 
description. This is a realistic way which helped the researcher in data transformation 
and production of structural description.  
 
The third step in data analysis is transformation of the participants’ natural experience 
into phenomenologically sensitive expression (Gerrish & Lathlean, 2015:219). The 
researcher and independent coder expressed meanings in more transferable and 
general ways. Once the meaning units had been defined the researcher transformed 
meaning units to assess what each unit might suggest about the nature of the 
phenomenon investigated. The researcher looked at the lived experience of 




was repeated until all the meaning units had been transformed. During this process 
the researcher adopted an inter-subjective attitude. During the transformation some 
meaning units offered nothing; the researcher combined those units which enabled a 
fruitful understanding to be achieved.  
 
During the fourth step, the researcher integrated the transformed meaning units into a 
consistent statement about the participants’ experience. This was called the structure 
of the experience. The meaning units were re-expressed in the third person while 
remaining faithful to the meanings expressed by the participants. The change to third 
person language did not change meaning context, but assisted the researcher in 
maintaining the phenomenological attitude (Giorgi, 2009:129). The researcher wrote 
a structural description of the phenomenon that was studied which is a condensed 
account of what is important to the phenomenon. The researcher wanted to write a 
single structural description but if there were insufficient commonalities more than one 
could be written. The researcher read through all the final transformations of the data 
and searched for commonalities that suggested important features. The researcher 
formulated a structure that highlighted and integrated the essential meaning of the 
experiences of IMCI trained professional nurses on implementation of the strategy.  
 
The fifth step in the analysis is the synthesis of the general structure from the 
constituents of the experience. The researcher illustrated themes and categories in 
detail. Constituents differ from the concept of elements because they are part of the 
whole structure. The researcher illustrated common themes in greater detail by 
elaborating further and by using quotations from research respondents’ original 
descriptions. The researcher used this phase to indicate some of the different and 
unique ways that people “live out” the essential meanings of a phenomenon (Giorgi, 
2009:134).  
 
The raw data in the form of verbatim transcripts, field notes and Giorgi’s protocol were 
sent to an independent coder who had knowledge in qualitative research. There was 
a consensus discussion by the researcher and independent coder. Themes and 






2.7 MEASURES OF TRUSTWORTHINESS 
 
The researcher followed the trustworthiness measures described by Lincoln & Guba 
(1985:301). Trustworthiness strategy included credibility, transferability, dependability 
and confirmability. 
 
2.7.1 Credibility  
 
Credibility refers to confidence in the truth of the data and the interpretations as well 
as carrying out a study in a way that enhances credibility of the findings (Lincoln & 
Guba, 1985:301). The goal of credibility is to determine that the participants were 
accurately identified and described. This was established by carrying out the research 
study in a way that increased the probability that the research findings were credible. 
Credibility was ensured through prolonged engagement and member checking.  
 
Lincoln & Guba (1985:302) describe prolonged engagement as investment of 
sufficient time in data collection to have an in-depth understanding of the experiences 
of the population to be researched; in this study, the experience of IMCI trained 
professional nurses implementing the IMCI strategy. 
 
The researcher visited the primary health care clinics often to confirm the 
appointments for the interviews and this strengthened trust and rapport between the 
researcher and the participants. The rationale for prolonged engagement was to spend 
enough time with the participants so that the researcher can become familiar with 
them. 
 
Prolonged engagement with data transcription and analysis ensured that the IMCI 
trained professional nurses understood the process of the research. Prolonged 
engagement assisted the researcher with in-depth understanding of the phenomenon, 
gaining trust and establishing a good understanding of the experiences as described 
by the participants. Data analysis was also prolonged the researcher cannot 
remember how long it took. The researcher was immensed in the data by repeatedly 




Member checking took place during the consensus discussions between the 
researcher, independent coder and the supervisors. A consensus discussion between 
the independent coder, researcher and supervisors to finalize the themes and 
categories took place to ensure that findings were credible.  
 
Authenticity emerged in a rapport which conveyed the feeling and, tone of participants’ 
lives as they are lived (Lincoln & Guba, 1985:301). Authenticity refers to the extent to 
which the researcher fairly and faithfully shows a range of realities. The researcher 
ensured that data collected was authentic and findings were credible. 
 
The researcher applied bracketing during the data collection process. Bracketing is a 
technique used by phenomenological researchers in an attempt to suspend or 
“bracket” their preconceptions or own experience so that they can approach the 
phenomenon to be studied with fresh eyes (Garish & Lathlean, 2015:212). The 
researcher therefore used bracketing during the interviews to avoid contaminating 
data with personal biases, preconceived ideas or prejudice. The researcher listened 
to the participants attentively, was self-disciplined and did not impose her own 
understanding or interpretation of the data. The researcher also attempted to bracket 




Transferability refers to the extent to which findings from the data can be transferred 
or applied to other settings or groups (Lincoln & Guba, 1985:297). The knowledge 
acquired in one context will be relevant to another researcher who carries out research 
in another context and will be able to apply certain concepts originally developed by 
other researchers (Holloway & Gavin, 2017:309). The researcher’s responsibility is to 
provide a wide range of information for inclusion in the dense description of the data 
obtained in the study (Lincoln & Guba 1985:316). 
 
The researcher ensured authenticity and transferability, by dense description of the 
methodology, context and findings. Data collected from in-depth individual interviews 
were transcribed verbatim and checked for accuracy by comparing it to audio 




obtained from the audio recordings and mentioned transcribed data.The researcher 




Dependability is evidence that if the study can be repeated with the same participants 
in a similar environment, the findings will be similar (Lincoln & Guba, 1985:316). 
Credibility cannot be obtained in the absence of dependability. Dense description of 
the research was done by a thorough rich description of the research method, setting 
and findings. The researcher provided dependability by an audit trail. An audit trail 
refers to a situation in which another researcher can follow the discussion trail used 
by the original researcher. An inquiry audit is a technique whereby an independent 
coder scrutinizes the data collected as well as supporting documents. In this study 
frequent consultation with the study supervisors as experts in nursing research was 
done to guide the research process from start to completion, and to ensure 
dependability of the research findings. The researcher described the research process 
of this study in such a way that other researchers can follow similar steps. Each 




Confirmability refers to objectivity, that is the potential for congruence between two or 
more independent people about the data accuracy, relevance or meaning (Lincoln & 
Guba, 1985:318). The researcher’s first concern was to ascertain whether findings 
were grounded in the data, a matter easily determined if appropriate audit trail linkages 
had been established. Findings reflected the participants’ voice, indirect quotes and 
the conditions of energy, not the researcher’s biases, motivations or perspectives 
(Lincoln & Guba, 1985:318). The confirmability audit involved compiling records such 
as field notes, audio tape recordings, transcription notes and coding details.The 
rationale for conformability was to allow external examiners to arrive at a similar 
conclusion made by the researcher. The researcher, supervisor, co-supervisor and 
independent coder implemented and monitored a confirmability audit throughout the 






2.8 ETHICAL CONSIDERATION 
 
In this study the researcher took into consideration the steps that ensured that the 
rights of participants are not violated in any way. A description of ethical measures 
was provided and discussed in detail in Chapter 1.  
 
2.8.1 Informed Consent and Respect for Persons 
 
Informed consent entails a process of information and decision making based on 
mutual respect and participation (Dhai & Mason, 2011:70). The researcher secured 
informed consent from the participants after explaining the purpose and benefits of the 
study to the participants (annexures B). Consent was voluntary and in writing for both 
the interview and audio recording of the in-depth individual interviews. The researcher 
ensured adequate communication with all the participants informing them of the 
advantages and benefits for the study and the nature of their participation. Respect for 
participants was ensured by the researcher addressing them as MR and MRS during 
the interviews. The agreed time to conduct the study was 45-60 minutes and were 
adhered to during interviews. Informed consent was obtained from all the participants 
who signed. Participants were not coerced to participate or harassed because they 
refused to participate. The participants were given the assurance that they had the 





The principle of respect for persons implies that individuals are autonomous, they have 
the right to self-determination (Dhai &- McQuoid, 2011:15). Individuals have the right 
to decide whether or not to participate in the study, without the risk of penalty or 
prejudicial treatment. Furthermore, an individual has the right to withdraw from the 
study at any time or refuse to give information for the purpose of the study. Ethical 
clearance was obtained from the research ethics committee of the Faculty of Health 
Sciences from UJ (Annexure C) and from the relevant authority of the Gauteng Health. 






In this study the researcher ensured that participants were protected from moral and 
reputational harm (Dhai & McQuoid-Mason, 2011:173). The researcher secured 
informed consent from all participants after explaining the purpose and the benefits of 
the study to them. The consent was voluntary and in writing for both the interview and 
audio recording of the interview. The participants’ views were classified under the 
confidentiality clause in the consent form. The participants’ information and 
participation in the research were kept in confidence to ensure their privacy and 
autonomy. The names of the participants were omitted from the transcribed interviews 
and audio tapes will be kept under lock and key for two years after publication of the 
study, with access only by the researcher, independent coder and supervisors 
(Annexure C). 
 
2.8.4 The Principle of Justice  
 
The principle of justice includes the participants’ right to fair selection (Dhai & 
McQuoid-Mason,2011:20).In this study the researcher treated each person in 
accordance with what is right and proper ( Dhai & McQuoid-Mason, 2011:18 ).The 
researcher selected the study population in general and the participants in particular 
with fairness. The principle of justice was applied when selecting the participants for 
this study. The selection was based on the experience of IMCI trained professional 
nurses on implementation of the strategy. The participation was voluntary. The 
description of the process of selection, recruitment, inclusion and exclusion of 
participants indicated that the process was just and fair and based on sound scientific 
and ethical principles. The researcher treated each person in accordance with what 
was right and proper. The selection of the participants was based on their experience 
of working in primary health clinics in a district in Gauteng province as IMCI trained 
nurses implementing the strategy. The participants confirmed that it was therapeutic 









Beneficence means doing good to others and promoting the interests and wellbeing 
of others. The researcher acted in the best interest of the participants and promoted 
positive welfare by giving them a voice (Dhai McQuoid-Mason, 2011:18). The 
researcher assured that the participants’ sensitive and personal information was 
extracted from the study. 
 
The researcher obtained permission to conduct the research study from relevant 
authorities, employers and owners of the institutions which she intended to use 
(Annexure A, B and C). Participants did not benefit financially, their contribution by 
sharing their lived experience will benefit other nurses who are in the same situation 
and will add to the scientific body of knowledge of the nursing profession. However, 
the participants themselves did not derive any direct benefit.  
 
The researcher ensured that research participants were protected from possible 
physical, psychological, moral and reputational harm. In this regard the participants’ 
information was classified under the confidentiality clause in the consent form. The 
participants’ information and participation in the research were kept in confidence to 
ensure their privacy. This was assured by omitting names from transcribed interviews 
and keeping audio tapes under lock and key for two years after publication of the study. 




In chapter two the researcher gave a thick description of the research design and 
method for data collection and analysis, the measures to ensure trustworthiness as 
well as ethical measures to be undertaken for the study and to describe the 
experiences of IMCI trained professional nurses on implementation of the strategy. 










In the previous chapter, the researcher discussed the research design, research 
methodology, measures ensuring trustworthiness and ethical considerations. The 
purpose of this chapter is to present a description of the findings regarding the 
experiences of IMCI trained professional nurses in the implementation of the strategy 
in a district in Gauteng province. Discussion includes verbatim quotes from in– depth 
individual interviews, field notes and literature control.  
 
The purpose of this study is to gain an understanding of the experiences of IMCI 
trained professional nurses in the primary health care clinics in a district in Gauteng 
province on implementation of the IMCI strategy in order to make recommendations 
to the nursing managers to facilitate the implementation of the IMCI strategy. 
 
Therefore, the objectives identified were:  
 
• To explore and describe the experiences of IMCI trained registered nurses in the 
primary health care clinics on the implementation of the IMCI strategy. 
• To make recommendations to the nursing managers to facilitate the 
implementation of the IMCI strategy. 
 
Four primary health care clinics in a district in Gauteng were selected based on the 
number of IMCI trained nurses, implementing the strategy and the number of patients 
who accessed and utilized the service. The number of professional nurses in the 
clinics is twenty-seven and sixteen nurses are trained in IMCI. The population 
consisted of all IMCI trained professional nurses implementing the IMCI strategy in the 
primary health care clinics in a district in Gauteng province. The IMCI trained 
registered nurses should have worked in the primary health care clinic for at least one 
year after qualifying in IMCI. They should be able to understand and speak English as 




was presented. Data was collected from purposively selected IMCI trained 
professional nurses through audio-recorded in--depth individual interviews. The 
researcher interviewed thirteen participants who consented to be interviewed. All 
participants were asked one central question. 
 
“How is it for you to use IMCI”? 
 
Field notes were taken by the researcher during and immediately after each interview 
session to enrich the data. Data that was analyzed consisted of the transcribed 
interviews and field notes. The data was analyzed by the researcher and an 
independent coder experienced in qualitative data analysis using Giorgio’s method of 
qualitative data analysis. A consensus discussion was held between the researcher 
and the independent coder to finalize the themes and categories. Themes and 
categories emerged as agreed upon by the researcher, independent coder and 
supervisor. The description of findings is based on the final list of themes and 
categories.  
 
3.2 DEMOGRAPHIC DATA 
 
Data was collected using in-depth individual interviews with trained IMCI professional 
nurses, who have worked in the primary health care clinics for at least one year after 
qualifying in IMCI. IMCI follow up is done after training in IMCI. Data saturation was 
reached when participants no longer mentioned any additional information. In this 
study, data saturation occurred after participant thirteen. The participants were 
working in a primary health care clinic in a district in Gauteng province. Twelve of the 
participants were females and one male. The participants’ ages ranged from 26 - 
62years.  
 
3.3 DISCUSSION OF FINDINGS 
 
Two themes emerged from data analysis. Theme one is that IMCI is experienced as 
a positive intervention. The second theme is that IMCI is experienced as having 
challenges. Theme one (IMCI is experienced as a positive intervention) has five 




holistic assessment; health education associated with IMCI; IMCI contributes to 
preventing misuse of antibiotics and lastly, IMCI is experienced as continuous 
monitoring. The second theme IMCI is experienced as having challenges) has three 
categories, namely; - dissatisfied IMCI trained registered nurses, mothers/caregivers/; 
resistance to using IMCI; resources needed for IMCI.  
 
Themes and categories are discussed next and are presented in Table 3.1 
 
Table 3.1 Experiences of IMCI trained Nurses as described by Participants  
THEMES CATEGORIES 
THEME 1 
IMCI is experienced as a positive 
intervention. 
 
1.1 Easy to use and child friendly  
1 2 Holistic assessment 
1.3 Health education according to IMCI.  
1.4 Prevent misuse of antibiotics. 
1.5 Continuous monitoring. 
THEME 2 
IMCI is experienced as having 
challenges. 
 
2.1 Dissatisfied trained nurses/ mothers. 
2.2 Resistance to using IMCI. 
2.3 Resources essential in using IMCI. 
 
3.3.1 Theme 1: IMCI is experienced as a Positive Intervention  
 
Theme one has five categories. Each category will be discussed and the literature 
control presented. The first theme that emerged from data analysis is that IMCI is a 
positive experience. IMCI enables children to be seen in a friendly environment. The 
IMCI strategy is simple and makes work easier; children are seen quicker, thus 
reducing the waiting time. The children are seen by the IMCI nurse who manages them 
daily. All the signs and symptoms that the child present with are assessed and treated. 
The IMCI guidelines are used as an open book or desk aid (Mulaudzi,2015:89).They 




easy to use. Health education is essential in IMCI. Mothers/caregivers gain knowledge 
from the health education given. Children are triaged and seen quicker. 
 
3.3.1.1 Category 1.1 Easy to use and child friendly  
 
IMCI is a strategy developed by WHO and UNICEF in 1990 to assess and treat 
children under the age of five years. IMCI is easy to use and child friendly because all 
the programs or services provided to children are combined (Mulaudzi,2015:89). The 
IMCI strategy provides a list of conditions that should be checked in children during 
assessment and treatment. The child is assessed in totality, all the complaints of the 
mother or problems that the child has, are attended to and this results in correct 
classification and treatment. The participants experienced that IMCI is easy to apply 
and nurses trained in IMCI can use the strategy immediately after training. During 
assessment, signs and symptoms which were easy to understand and recognize 
helped them to classify conditions. No equipment needs to be used during 
assessment, theIMCI trained registered nurses used their senses such as seeing, 
listening and feeling and this was also seen as a reason why IMCI was experienced 
as an easy strategy to use. 
 
o “Okay…IMCI is an integrated strategy of managing childhood illness. I feel that 
work is made easier”. (p.4). 
 
o “IMCI makes work a lot easier, the child is fully assessed, correct diagnosis occurs”. 
(p.4). 
 
o “IMCI is very simple, very easy to use”. (p.4). 
 
o “Eh…to use IMCI is very easy”. (p.12). 
 
o “IMCI is easy, most of the nurses can do IMCI” (p.10). 
 
o IMCI is very easy: you listen, ask and use hands” (p.9). 
 




According to Pinto, Labadie, Dilip, Dalnglish, Oliphant and Aboubaker (2018: 1) 
children fail to grow and develop and die from easily preventable diseases like 
pneumonia, diarrhea, measles, malnutrition, HIV and AIDS. Sibiya and Sokhela (2015: 
1) state that millions of children die from illnesses such as pneumonia, diarrhea and 
malnutrition that are preventable and easy to treat when following the IMCI guidelines 
(2019: 1-64). Single treatments alone were not achieving success in treating children 
under the age of five years. WHO and UNICEF developed the IMCI strategy which is 
an integrated approach to managing sick children. The overall health of the child 
should be addressed. 
 
Furthermore, Tladi (2015: 324-333) states that IMCI is a simple intervention for treating 
children under the age of five years for preventable and treatable disease. In the IMCI 
strategy, each child is assessed for danger signs such as inability to drink and vomiting 
up everything. A child who presents with danger signs is given pre- referral treatment 
and referred to hospital for further management. Abound and Mdegela (2015:1 ) report 
that the implementation of IMCI as an effective component for ill children in facilities is 
a principle that improves the ability of IMCI trained registered nurses to categorize sick 
children, using simplified algorithms to identify very severe disease requiring referral, 
and simple conditions that can be treated at primary health care level.  
 
According to the IMCI guidelines (2019: 1-64) the principal causes of childhood 
illnesses are pneumonia, diarrhea, measles, malaria and malnutrition.  
 
The participants experienced that IMCI intervention as a positive is child friendly. IMCI 
enables children to be seen in a friendly environment. IMCI is a strategy that is 
designed to provide quality care to children under the age of five years. Children are 
seen by a IMCI trained registered nurse who is experienced in treating childhood 
illnesses. IMCI is simple and makes work easier. It, is a strategy that concentrates 
strictly on children under the age of five years. The children are seen by the nurse who 
manages them daily. The participants’ experience was that the trained nurse does 
triage which helps to identify all the children that are severely ill as soon as possible 





During assessment the trained nurse points out signs to the mother/caregiver to look 
for when the child is sick, such as chest in-drawing, sunken eyes and signs which 
indicate that the child has anemia such as checking the palms of the child’s hands. 
The participants experienced that IMCI is good because you can diagnose the child at 
a glance. The knowledge and skill that the trained nurse possesses makes her 
competent to quickly consider all the child’s symptoms and not overlook any problems 
that the child may have. The participants experienced that the IMCI trained registered 
nurses use the IMCI guidelines (2019: 1-64) as an open book to ensure that the child 
is treated comprehensively. The guidelines are simple and easy to use. The 
participants experienced that when using the strategy, no instruments are used. The 
trained nurse uses her senses such as seeing, listening and touching, for example, 
looking to see if the child is lethargic or unconscious, listening for stridor or wheeze 
and feeling for a tender swelling behind the ear. The IMCI trained registered nurse 
uses the guidelines to make classifications after assessing children. The classification 
table has blocks which indicate which children need urgent referral, children who will 
be treated at the clinic and children who do not need specific medical treatment and 
antibiotics. The participants experienced that some mothers/caregiver are not 
knowledgeable about immunizations. When using the IMCI strategy, the IMCI trained 
registered nurse has to check the immunization status for all children and teach 




o “IMCI caters for children 0-59 months; it’s good you only need to go to school for 
eleven days” (p.10). 
 
o “You can also show the mother what to look for “(p.3). 
 
o “IMCI is good because you can diagnose a child at a glance” (p.12). 
 
o “IMCI is an open book, you open the chart booklet throughout your examination” 
(p.9). 
 





o “The classification helps a lot because you are able to determine if a child needs 
referral or not” (p.7). 
o “Mothers are less knowledgeable about immunizations” (p.6). 
 
According to WHO, (2009:2) the IMCI strategy is an integrated process of assessing 
a child and ensures that not only the main problem is addressed but also that any 
other illness or nutritional deficiency is detected and managed. These diseases can 
cause death or disability in children if they are not treated appropriately. 
 
IMCI trained registered nurses are trained to identify children who have these 
illnesses. Sick children are assessed according to their symptoms and signs. 
Treatment is given if necessary and the mother/caregiver is counseled and advised 
on the follow up of the child. Severely ill children are urgently referred to hospital. 
Moderately ill children get specific treatment at primary health care level and at home. 
Those that are not ill are given supportive therapy and counseling (WHO, IMCI, 2014: 
1). 
 
The IMCI strategy seeks to promote the accurate identification of childhood illnesses 
with a comprehensive treatment response, strengthen the counseling of care workers 
and speed up the referral of severely ill children (Horwood et al., 2009: 1)  
 
Rhode and Mash (2015: 1) state that IMCI is a standardized integrated approach to 
child health that focuses on the whole child. IMCI aims to reduce death, disability and 
illness and to promote growth and development among children under the age of five 
years. In terms of case management, the IMCI guidelines are a syndromic approach, 
where a limited number of carefully selected symptoms and sign are the entry point 
for the management of children. 
 
Less waiting time. 
 
IMCI as a child friendly strategy reduces the waiting time for mothers with sick children. 
IMCI enables the nurse to identify sick children from the queue. These children are 




implementing proper organization. Kids are separated from adults. Mothers/caregivers 
don’t stay in the queue long because the queue is specifically intended for children 
under the age of five, enabling children to be attended to first. Triaging helps the IMCI 
trained registered nurse to identify very sick children, assess them, give pre-referral 
treatment and refer them to hospital immediately. 
 
Participants stated: - 
 
o “IMCI has a fast queue for kids, children are seen quicker and transferred to 
hospital” (p.2). 
 
o “We have a specific room where children are seen by the IMCI nurse, waiting time 
is less” (p.3). 
 
o “No, kids are a priority we don’t mix adults with kids, waiting time is less” (p.9). 
 
o “Parents don’t stay long in the queue because the queue belongs to the under-
fives” (p.8). 
 
o “Children’s weights are monitored on an ongoing basis” (p.2). 
 
The IMCI guidelines (2019:25) indicate which children should be given medication or 
advice in the clinic, or transferred to hospital at once. 
 
According to Meno, Makhado and Matsipane (2019:1), in order to reduce the infant 
and child mortality and morbidity rate, South Africa introduced strategies that would 
improve the effectiveness and efficiency of care that their medical systems deliver in 
terms of section 28,1c of the constitution. Every child should be able to grow and 
develop and have access to quality health care. IMCI seemed an ideal approach to 
manage childhood illnesses for the under-fives at health care facilities or at home. A 
separate queue for children has been established in many clinics. Motivating factors 
for this include the vulnerability and susceptibility to infections of young children. IMCI 




involved in decision making about their children (Dept. of Health. 2008:76; Tladi, 
2015:324-332). 
 
The participants experienced that the IMCI guidelines which are used by nurses as an 
open book are easy to use. The IMCI guidelines are used by IMCI trained registered 
nurses in primary health care clinics to manage children where there are no doctors. 
The guidelines describe how to care for a child coming to the clinic with an illness, how 
to assess children with signs of serious illness that requires immediate attention and 
how to classify children correctly. A child with any general danger signs needs urgent 
attention and referral to hospital. An ill child with no danger sign would be assessed, 
given treatment in the clinic and discharged home. The mother/caregiver will be given 
a date on which to bring the child for follow up. If a child shows no signs of severe 
disease the mother/caregiver will be educated about home remedies and signs to look 
out for when to return immediately. 
 
Participants stated: -  
 
o “Eh…for me to use IMCI is very easy because there are guidelines that guide you”. 
(p.9). 
 
o “IMCI is an open book, very simple, very easy to use” (p.3). 
 
Mulaudzi (2015:89) states that the IMCI guidelines (2019:1-64) are very easy to use 
and follow when assessing children under the age of five. The IMCI guidelines (2019) 
guide the nurses and doctors trained in IMCI to be able to recognize signs of severity 
of disease in children. The IMCI guidelines (2019:1-64) are important and were 
introduced by WHO and UNICEF in the mid 1990’s to help nurses to treat children 
where there is limited access to laboratories and medical equipment.  
 
The IMCI guidelines (2019:1-64) are used byIMCI trained registered nurses as a 
guide. The guidelines entail IMCI process for young infants from birth to two months 
and two months to five years. The guidelines are color- coded:-, red block signifies 
severe disease, yellow is a block for children who will be treated in the clinic and/or, 




symptoms. The mother is given advice about home remedies. All the children are 
given a follow up date. 
 
o “IMCI is easy to use because most of the time we don’t always give children 
medication”. (p.4). 
 
Lange, Mirisongo and Maestad (2014:1) state that the IMCI guidelines are ready to 
use and follow, with the guidelines helping health IMCI trained registered nurses to 
assess and treat children, to recognize signs of severe disease and treat them and 
are used by nurses working in primary health care clinics (Lange et al.,2014:1). 
 
Mulaudzi (2015:89) states that the IMCI guidelines provide a standardized approach 
combined to deliver quality care. The guidelines are a desk aid which helps the nurse 
in the management of children and improve their knowledge in transferring their skills 
to the work place after training. Bessat, Adannou and D’ Acremont (2019:2) also state 
that trained nurses should implement IMCI following the IMCI guidelines (2019:1-64). 
 
When children are treated using simple and effective WHO IMCI guidelines (2019:1-
64) mortality in children under the age of five years leading to serious illness can be 
reduced. Yalcin, Ozdemir, Ozdemir and Baskin (2018:1) report that WHO guidelines 
for the IMCI approach have been developed for primary health care clinics to evaluate 
and treat patients or to identify those children requiring higher level of health care and 
refer them accordingly.  
 
3.3.1.2 Category 1.2 Holistic Assessment 
 
Holistic assessment is when the well-being of the whole child is attended to. The child 
is assessed from head to toe.; - All the symptoms of the child are assessed in totality 
including a comprehensive history from the mother. The participants experienced that 
IMCI allows the health worker to assess all the aspects of the child’s health history; it 
is collected from the mother by listening to all the complaints that she has about the 
child’s health. After history taking the child is examined, classified and treated 
comprehensively. IMCI helps the nurse to attend to all the problems of the child, the 




such as pneumonia, measles, diarrhea, malnutrition and measles. The nurse listens 
to what the mother is saying, uses the look, listen and feel method to classify and refer 
the child to hospital.  
 
When implementing IMCI the mother is shown how to look for the signs and symptoms 
of the classifications allocated to the child. The classifications will help the nurse to 
identify treatment and treat the child correctly. 
Participants stated the following:- 
 
o “In IMCI you collect history, this is something you do to all patients. Your history 
must be holistic”. (p.2). 
 
o “IMCI provides a holistic approach to children under the age of five years”. (p.7). 
 
o “When using IMCI all problems of the child, the mother tells you are listened to, 
assessed and correct diagnosis results”. (p.6). 
 
o “IMCI checks the child holistically, all the main symptoms and danger signs are 
checked.” (p.1). 
 
o “Do full assessment and get correct diagnosis and you get a lot of classifications.” 
(p.7).  
 
According to Gosangaye and Mayeye (2013: 110-117) IMCI addresses the 
comprehensive health and development needs of children under the age of five years. 
The strategy concentrates on the accurate identification and management of children 
in health care facilities and at home. Conditions that cause disease, such as 
pneumonia and diarrhea, are treated.  
 
IMCI trained nurses attend to sick children who come to primary health care facilities 
with a number of illnesses and the strategy identifies which children should be treated 





IMCI as an integrated approach focuses on preventive and promotive measures like 
immunizations, good nutrition and health promotion. The performance of health 
workers who provide counseling to seriously ill patients is improved (IMCI guidelines 
2019:1-64). 
 
The IMCI trained registered nurse is responsible for assessment and management of 
the child. Children under the age of five years with danger signs or with severe disease 
are given priority of being examined in totality by the trained nurse.  
Mulaudzi (2015:89) reports that IMCI focuses on the wellbeing of the whole child such 
as checking for danger signs, taking history, assessing, classification, treatment, 
counseling and explaining to the mother about follow up. The mother is advised when 
to return immediately.  
 
The IMCI guidelines are given to nurses after IMCI training. These guidelines are used 
as an open book during assessment of children to ensure that correct treatment is 
given 
 
According to IMCI guidelines (2019: 1-64) the nurse provides comprehensive care to 
the child, and attends to all the health problems of the child. The nurse greets the 
mother/caregiver, and asks the child’s age. The nurse asks if it is an initial visit or 
follow-ups. Main symptoms and danger signs are checked. If the child displays a 
danger sign, assessment is done quickly, pre-referral treatment is given and the child 
is then referred to hospital. When danger signs are not present, the child is treated in 
the clinic; referral is not required when treatment is given in the clinic. The IMCI trained 
registered nurse explains to the mothe/caregiverr the reason for follow up and when 
to bring the child back.  
 
Amin, Yasin, Danish, Ahmed, Rasheed, Zahira and Ara (2015:48) confirm that the 
IMCI strategy aims to treat children under the age of five years in a holistic manner, 
incorporating preventive medicine and promoting health in child care. The IMCI 
strategy does not only limit the curative aspect of disease but controls the frequency 
of disease in children. Health education which is an essential part of IMCI is also seen 
as a positive intervention and forms an integral part of IMCI. Health education will be 




3.3.1.3 Category 1.3 Health Education according to IMCI 
 
Health education which forms an integral part of IMCI is also seen as a positive 
intervention. 
 
According to World Health Organization, health education is any learning experience 
which assists individuals and communities to help individuals and communities 
improve their health by increasing knowledge (WHO, n .d.). Health education should 
form an integral part of all interactions between trained nurses and 
mothers/caregivers. Health education provides knowledge to mothers/caregivers on 
the assessment, treatment, counseling and all the procedures done during IMCI 
implementation (WHO,2009:2). The participants experienced that health education 
should be given to mothers every morning while mothers are still waiting to be 
allocated to the nurse. Health education can be given by using posters or laminated 
IMCI charts or during consultations. Health education forms an important part of IMCI. 
Relevant health education is given to the mother/caregiver according to the child’s 
needs. Health education teaches the mother about difficult conditions that the child 
presents with. When given health education the mother is educated about danger 
signs which may be a sign of severe disease. The participants experienced that the 
knowledge of danger signs given to mothers will help mothers to seek help 
immediately or to manage children at home before bringing them to the clinic. 
Information about child care is essential, mothers become more knowledgeable, 
independent and their self- esteem is boosted. 
 
Home remedies are used for classifications such as cough or cold or when the child 
has diarrhea. The participants experienced that mothers were educated about home 
remedies. Home remedies are cheap because the mothers use what is readily 
available at home. When a child has a fever, mothers are educated about giving 
paracetamol. When the child has diarrhea, salt and sugar solution should be given at 
home to hydrate the child (IMCI guidelines,2019:46). 
 
Participants experienced that mothers were educated about bringing immunization 
cards with every visit. All children are given free immunization cards after birth. 




immunizations are up to date. Immunizations are given to sick children and are also 
given even if the child does not have an immunization card. Health education given to 
mothers gives them the skills and knowledge in caring for their children. The mothers 
become knowledgeable and develop a sense of independence. Health education will 
help boost the mother’s/caregivers trust and self-esteem. Ongoing health education is 
provided when practicing the IMCI strategy (WHO,2005:3). 
 
This is evidenced by the following quotes: - 
 
o “When mothers come the clinic, we educate them on what to look for on these kids 
when the child is sick “(p.12). 
 
o “The mothers are taught about danger signs like when they are at home they 
should always check the child” (p.10). 
 
o “We educate the mother about how to reduce temperature and how to do salt sugar 
solution if a child has diarrhea”. (p.10). 
 
o “IMCI teaches the mother how to manage situations at home before bringing the 
child to the health care center. (p.7)”. 
 
o “We also teach mothers how to do home remedies”. (p.11). 
 
o “IMCI is where you teach, where you give health education”. (p.5). 
 
o “IMCI is where you teach, where you give health education, the more you speak to 
the people, make them aware, I think that’s the best medicine”. (p.8). 
 
o “So, it’s an ongoing education to the mothers the importance of bringing the 
immunization cards” (p.2). 
 
o “IMCI is where you give health education, the more you speak to the people, make 





o “IMCI teaches mothers an element of independence”. (p.7).  
 
o “Health education will boost mothers’ trust and self-esteem”. (p.1). 
 
The IMCI trained registered nurse teaches mothers about danger signs (IMCI 
guidelines 2019:25). Danger signs are signs that indicate that a child is severely ill and 
needs urgent attention. The following indicate danger signs: Is the child able to drink 
or breastfeed? Does the child vomit up everything, has the child had convulsions with 
this illness, is the child lethargic or unconscious and is the child convulsing now?  
 
According to the IMCI guidelines (2019:35) every IMCI trained registered nurse 
attending to children below the age of five years should check the immunization status 
of the child and give routine treatments. The immunization schedule indicates the age, 
the vaccine and the site of administering the vaccine.  
 
The IMCI trained registered nurse should give all missed immunizations on that visit 
(observing contraindications). This includes sick children and those without a Road to 
Health Card (RTHC). If a child does not have a RTHC, give one on the day. Advise 
mother/caregiver when to return for the next immunization, give routine Vit A and 
record on the RTHC. The IMCI trained registered nurse give routine treatments for 
worms and records it on the RTHC; and gives the measles vaccine at stipulated 
months like at 6,9 and 18 months to all children with confirmed HIV infection. Refer to 
the EPI vaccinator’s manual or Essential Drug List for catch up schedule and 
contraindications. 
 
During examination of the children the nurse informs mothers/caregivers about the 
importance of immunizations. Meyer, Khosa, Chiloane, Sibanda, Schontenddt and 
Brunnet (2018:28) state that because immunizations protect children from 
communicable diseases mothers/caregivers should always bring their immunization 
cards so that the nurse can see if the child is up-to date with his/her immunizations. 
Furthermore, vaccines prevent viral and bacterial infections in children. An opportunity 
to bring the child for immunizations should not be missed (Meyer et al., 2018:37). 
The RTHC provides valuable information about oral feeding, oral rehydration, play 




teaches the mother when to take the child to the clinic (Jonker & Stellenberg (2014:5). 
The RTHC allows oral health examination, developmental screening and how to 
assess malnutrition. 
 
When implementing the strategy, a lot of health education according to IMCI is given. 
Health education is given according to what the classification specified, like giving 
paracetamol to a child whose temperature is 38 degrees Celsius. According to the 
IMCI guidelines (2019:41) the IMCI trained registered nurse teaches mothers/ 
caregivers how to handle the situation at home before bringing children to the clinic. 
Mothers are taught different conditions that the child presents with, for example fever, 
at home the child should be given paracetamol according to weight and age. Mothers 
are taught danger signs of when to bring the child to the clinic immediately, like when 
the child deteriorates, fast breathing, difficulty in breathing (IMCI guidelines 2019:46). 
Ogundele, Ogundele, Elajide and Agunbiade (2016:1) state that mothers are given 
health education about tepid sponging which is done to reduce fever before the child 
is taken to the clinic. This method is done to discourage inappropriate drug use but 
mothers/caregivers still use or give paracetamol and antibiotics even if health 
education is given about tepid sponging. 
 
According to the IMCI guidelines (2019:45), when the child is classified as cough or 
cold, no medication is prescribed in the clinic, the mother/caregiver is taught to soothe 
the throat with a safe remedy to relieve the cough. Safe remedies to encourage were 
breast milk, if not exclusively breastfed, give water or weak tea, add sugar or honey 
or lemon if available. Iannah, Abdullar and Alfannah (2017:68) state that sick children 
with a cough or cold or mild upper respiratory infections should be treated with home 
remedies. Mothers/caregivers should avoid exposing children to infections by not 
bringing them to the clinic if the children do not need medication.  
 
Health education given during examination of the child empowers mothers/caregivers 
with the knowledge and skill of how to take care of the child. Health education is given 
with every visit to build the mother’s confidence, give independence and boost self-
esteem. According to Tladi (2015:324-332) nurses must health educate communities 
about safe practices on how to treat local infections at home. Tladi (2015:325-332) 




practicing IMCI. The nurse must health educate the communities about safe practices 
and how to remedy childhood infections at home.  
 
Idindili Zaeem, Ayella, Thamar and Majiye (2018:6) reports that “Save the Children” 
uses community owned resource persons to provide health education to 
mothers/caregivers and referral of sick children to health facilities for appropriate care 
and treatment of childhood illnesses. 
 
WHO (2009:3) states that one of the important principles of IMCI is to provide the 
mothers/caregivers with the knowledge and skills to enable her to give the child the 
best possible care. The nurse should take sufficient time to counsel the 
mother/caregiver and use some of the following communication skills:- when 
counseling the mother/caregiver, open ended questions should be used and the nurse 
should listen carefully to what the mother/caregivers says during history taking. The 
nurse should ask the mother/caregiver questions to see if she understood what was 
taught. The nurse must accept the mother’s/caregivers answers, praise the 
mother/caregiver for what she did right. Advice should be given for procedures that 
need to be changed. Corroborating questions should be asked to ascertain whether 
the mother can take proper care of the child.  
 
Health education is the main, inherent and complementary element of health 
promotion. Health education transfers knowledge, shapes attitudes and the acquisition 
of certain skills.Patients receive help in coping with their health problems. Health 
education improves mothers/ caregivers wellbeing, satisfaction and the process of 
recovery in children (Przybylska, Borzecki, Drop, Przybylski & Drop 2014:145). 
 
The mother/ caregiver is councelled on how to give oral drugs and tret local infections 
at home. Essential aspect of health education on foods, feeding patterns and fluids 
are given.Arrangements are made for when to bring the child for follow up and to 
monitor health progress. The success of home treatment depends on how well the 






The experience of IMCI as a positive intervention includes preventing the misuse of 
antibiotics, which is the fourth category and will be discussed.  
 
3.3.1.4 Category 1.4 Prevent Misuse of Antibiotics 
 
The participants in this study experienced that IMCI helped the nurses to decide 
whether to give antibiotics or not. The participants indicated that giving antibiotics early 
in life might render medication ineffective later in life and the child could develop 
resistance especially to antibiotics. If a child does not have any classification in the 
chart booklet that warrants antibiotics, antibiotics are not given. Mothers/caregivers 
are educated about the dangers of giving children antibiotics early if not needed. 
Despite the above statement a tendency to prescribe antibiotics even if there is no 
need is sometimes practiced by IMCI trained registered nurses or health care 
professionals. The participants experienced that mothers/caregivers expected that 




“It is a good thing that IMCI does not expose children to antibiotics at an early age 
resistance is reduced” (p.10). 
 
o “Antibiotics are not given if a child does not have a classification that warrants 
antibiotics” (p.12). 
o “Mothers are educated about dangers of giving children antibiotics” (p.9). 
 
o “Tendency of prescribing antibiotics with every visit” (p.9). 
 
The IMCI trained registered nurse is guided by the IMCI guidelines on which children 
to prescribe medication to. The IMCI guidelines assist the nurse with classifications 
which identify which children are to be treated with antibiotics. 
Lunze, et al., (2017:337) report that the clinical algorithm for IMCI is designed to 
reduce unnecessary antibiotic treatment, however in most cases not adequately 




diagnose pneumonia in patients with cough or difficulty in breathing. Lunze et al., 
(2017:337) further state that about eighty percent of respiratory symptoms do not need 
antibiotics and can receive supportive care for cough or cold. Antibiotic misuse 
including overtreatment and failure to treat is a major concern from the public health 
perspective; about sixteen percent of all antibiotic treatments were given to children 
without pneumonia. The practice of prescribing antibiotics is not only practiced by 
community health workers but also by trained nurses in primary health care clinics 
(Druetz, Siekmans, Goosens, Ridde & Haddad, 2015:255). This statement is, 
however, not aligned to the IMCI guidelines (2019:64). 
 
According to Daulaire, Bang, Tomson and Kalyango (2015:19) if antibiotics are given 
to children in time and correctly, a large number of infections could be lowered. Trained 
nurses prescribing antibiotics should be clear and knowledgeable to prevent 
resistance caused by unnecessary prescription of antibiotics. 
 
In a study done in Afghanistan, Mansoor, Chikvalde, Varkey, Skede, Mabasheer, 
Yusuf and Alani (2017:61) found that not giving antibiotics to children with every 
classification prevents resistance later in life. The counseling on home care done by 
nurses is important and has a positive effect on the implementation of IMCI. Mansoor 
et al. (2017:61) also confirm that most antibiotic prescriptions should be prescribed in 
line with the IMCI guidelines (2019:44) in terms of the frequency and duration of giving 
medication. They however found that the correct dose of treatment was prescribed 
unreasonably to thirty percent of children. The first dose of treatment was not always 
given at the clinic.  
 
In a study done in South Africa, Francoise, Malan, Rabie and Muller (2018:1) report 
that giving antibiotics to children was according to protocol but caregivers’ 
understanding of giving the first dose of antibiotics should be assessed as most nurses 
refer patients without administering medicine.  
 
According to Okafor and Ekwinife (2017:5), when anti-motility drugs are prescribed to 
children they are not suitable for treating diarrhea because they are ineffective in 
treating the pathogen. They only cause blockage of the bowel. Furthermore, antibiotics 




Overuse and over-prescription of antimicrobial drugs to children cause resistance and 
become ineffective and threaten the benefit of controlling infections. 
. 
The IMCI guidelines (2019:41) state that one dose of paracetamol should be given for 
fever or pain if the temperature is 38 degrees or higher, taking into account the age 
and weight of the baby. In a study by Chetak, Gouwri and Ravi (2017:41) tepid 
sponging which is a method of reducing temperature was done in the case of under-
fives. It was found that tepid sponging does not add to the efficiency of paracetamol in 
anti-pyretics. When paracetamol is given and tepid sponging is done, this results in 
discomfort to the child. This study therefore confirms the view that anti-pyretics alone 
without tepid sponging should be used in children with fever. 
 
Carter, Bryce, Perlin and Newby (2015:2) indicate that there are fewer programs that 
are in contradiction with the management of diarrhea that can cause treatment failure. 
Fluids like ORS and, foods such as amasi or soft porridge are not given; only 
medicines are administered to children to manage diarrhea. ORS and salt sugar 
solution can also be given to children with diarrhea to prevent dehydration caused by 
diarrhea.  
 
The IMCI guidelines (2019:36) specify which antibiotics should be given to children 
and when. The dose is given according to the child’s age and weight. Ceftriaxone is 
usually given to children with severe disease before referral. Children with pneumonia 
are given amoxicillin syrup and children with dysentery are given cotrimoxazole syrup. 
Antibiotics are used sparingly and not misused. Continuous monitoring as the last 
category of theme one will subsequently be discussed. 
 
 3.3.1.5 Category 1.5 Continuous Monitoring / Follow Up 
 
Children seen by IMCI nurses receive a follow-up date to return to the clinic ensuring 
continuous monitoring. Participants experienced that continuous monitoring is 
essential when using the IMCI strategy. All the children assessed by the trained nurse 
are seen during follow up even if the child was treated appropriately. The importance 
of the follow up visit is explained to the mothers. The classifications in the chart booklet 




as having pneumonia, his/her follow-up would be after two days, cough or cold in five 
days. 
 
The participants experienced that during follow up, the child would be assessed for 
new problems such as pneumonia and malnutrition. The follow up guidelines assist 
the nurse to assess if the condition of the child is improving or not from the treatment 
that was prescribed. if there are recent problems and if new classifications emerge, 
new treatment would be prescribed. If the child does not improve from the treatment 
prescribed, she is then referred to hospital for further management. The participants 
experienced that some mothers face challenges if they have to bring their children for 
continuous monitoring. These challenges include these refusal by employer to allow 
the mother to take off work so that she can bring the child for continuous monitoring.  
 
Participants stated:-  
 
o “Follow up creates continuous monitoring” (p.2). 
 
o “IMCI provides continuous monitoring because with follow up the child is seen in 2 
days or 5 days so proper monitoring is done” (p.12). 
  
o “When doing IMCI you not only see this patient for one day and then you let the 
patient go, you follow up even if the child was treated appropriately on that day, 
you still follow up”. (p.10). 
 
o “Before departing with the mother or father, the nurse must further explain to the 
mother when to bring the child to the clinic for follow up and the mother will not be 
resistant to bring the child to the clinic because of the knowledge she was given 
previously about the child’s health” (p.1). 
 
o “IMCI provides continuous management because the follow up that we give, maybe 
you like to see the child in two days or a week, proper monitoring is done” (p.12). 
 





Continuous monitoring implies a date given to mothers on which to bring the child 
back, (WHO) follow up module (2009:2) Many sick children need to return to the IMCI 
trained nurse for follow up. These mothers are told when to return for follow up, for 
instance, in two days or five days depending on the classification. At a follow up visit 
the nurse can see if the child’s condition is improving or not. Children with diarrhea 
need follow up to make sure that the diarrhea has stopped, and children with fever 
need to be seen only if they are not improving. Different clinics should make special 
arrangements so that follow up visits are convenient and should work towards a child 
friendly process. Mothers/caregivers who bring their children for follow up should not 
wait in the queue. To encourage mothers/ caregivers to bring children for follow up 
and to create continuity of monitoring, follow up slips can be issued so that mothers 
who come for follow up can be seen first. 
 
The IMCI guidelines (2019:48) state that to give follow up care, the boxes were 
designed to care for a child who is at the clinic for follow up his/her previous 
classification still applies. If a child has a new problem assess, classify and treat the 
problem. Babies who have problems identified from the mother/caregiver, such as an 
HIV positive mother or a mother with syphilis, are given a priority to come for follow up 
Pradham, Broun, Sani & Razvi (2016:1). Druetz (2015:255) further reports that to 
adhere to the treatment guidelines trained nurses should do follow up on children 
under the age of five years to assess if a child is improving on the treatment prescribed. 
According to Munene and Okwany (2016:5) most of the mothers/caregivers are 
working, and bringing their children for follow up to the clinic is a challenge because 
they must juggle working and bringing their children for follow up. These 
mothers/caregivers work for long hours and are sometimes paid little money. 
 
Osman, Khalaf, Salam and Ismail (2018:44) confirm that most mothers/caregivers who 
were treated by IMCI trained registered nurses were satisfied with the services 
provided. It is important to inform mothers about the schedule of follow up, type of 
feeding during illness and the signs and symptoms of when to return, which are: any 
child who becomes more ill, not able to breastfeed, has convulsions, vomits everything 
and develops a fever. If a child has cough or cold, also return if the child develops fast 
breathing, labored breathing and wheezing. If a child has diarrhea, also return if there 





IMCI guidelines for follow up describe tasks related to follow up visits to evaluate the 
quality of care delivered to sick children attending primary health care clinics (Pinto et 
al.,2017:7).  
 
3.3.2 Theme 2: IMCI is experienced as having Challenges 
 
The second theme constitutes challenges related to IMCI that have the following 
categories: firstly, dissatisfied trained nurses/mothers using IMCI: secondly, 
resistance to using IMCI, and the last category is resources needed in IMCI.  
 
According to the Oxford dictionary (2017:509) a challenge is a new or difficult task that 
makes one exert oneself to overcome/succeed in such challenge. The participants 
expressed how the challenges interfered with IMCI implementation. The IMCI trained 
registered nurses expressed how mothers and expected to be given medication with 
every consultation; if medication was not given; they became dissatisfied and moved 
from one clinic to another. 
 
3.3.2.1 Category 2.1 Dissatisfied Mothers/ Nurse trained in using IMCI 
 
Participants experienced that no-prescription of medicine resulted in 
mothers/caregivers being dissatisfied when leaving the clinic without being given 
medication. According to participants, mothers/caregivers became dissatisfied and 
this led to unhappiness, anger and frustration. Mothers/caregivers did not like the idea 
of being taught about home remedies during IMCI consultations of children under the 
age of five years. Anger made mothers lose their temper and nurses were labeled as 
bad nurses. The tendency of always giving medication to mothers/caregivers made 
them believe that home remedies would not cure their children. 
 
The participants experienced that health education to mothers/caregivers was 
important. TheIMCI trained registered nurse explained to mothers/caregivers what the 
IMCI strategy entailed. Health education was provided about the classifications 






o “Our mothers are used to getting medicine, once you start health educating them 
some are not happy at all, they put their noses up, they even ask please sister give 
me medication” (p.11). 
 
o “The mothers lose their temper because they are not going to get medication, you’ 
just going to teach them about home remedies. When they come some mothers 
put their noses up, have a temper, irritated” (p.5). 
 
o “They go past you, they don’t want to be allocated to you, because you will tell 
them about honey rooibos and do not give antibiotics” (p.13).  
 
The IMCI guidelines (2019:27) indicate a classification which is used to select a 
category of illness and severity based on the signs and symptoms of the child and 
specifies which treatment must be given. When a child is classified as having very 
severe febrile disease or meningitis, he/she could have meningitis, septicemia or 
severe malaria. The treatments listed for very severe febrile disease or meningitis will 
be appropriate because they have been chosen to cover the most important diseases 
in this classification. During assessment the trained nurse educates the mothers about 
different classifications and treatments. 
 
Participants further stated:- 
o “When you try to educate them about something to soothe the dry cough they feel 
that you deprive them of their rights to get cough mixture or antibiotics from the 
clinic”. (p.7). 
 
o “Ja…some of the problems that we get and usually when they leave the clinic 
without medication, they are not happy at all because they believe that for a child 





o “Very bad they do not like it if not given medication. They do not want to come and 
go without medication. When you tell them about soothing the throat with a safe 
remedy, they do not like it.” (p.12). 
 
According to the IMCI guidelines (2019:1-64). when a child does not display enough 
signs to classify as pneumonia or very severe disease the mothers were taught to 
soothe the throat with a safe remedy. If a child has diarrhea but does not display 
enough signs to classify as dehydration or severe dehydration, the child is treated with 
Plan A or B. The mother is advised to give fluids and food at home, zinc for two weeks 
and she is advised when to return to the clinic immediately. 
 
Bing (2008:1) confirmed that after years of prescribing medicines to patients and doing 
tests some mothers feel that their children are not getting the right treatment. 
Bing(2008:1) further states that mothers complained because they were given advice 
on home care which taught the mother about the information in the IMCI guidelines 
(2019:46-47). Giving home remedies to children is important according to IMCI. The 
IMCI strategy changes one’s professional attitude towards a more child friendly and 
considerate approach and recommends giving correct treatment to your patient. In a 
study done by Uchendu, Ige and Adeyera (2019:6) mothers were reported to have 
given children under five years’ home treatment. Giving home remedies was regarded 
as the first action before bringing children to the health center. The participants 
experienced that trained nurse implementing the IMCI strategy sometimes found it 
difficult to see all the children in the clinic. TheIMCI trained registered nurse attends to 
severely ill patients, gives pre-referral treatment and refers severely ill children to 
hospital. The participants experienced that most of the baby clinics were full. The 
nurse sometimes works in a clinic where there is no doctor available and mothers were 
impatient when given health education about the strategy. All the work done daily by 
the trained nurse leads to resistance in implementing IMCI. Resistance, which is the 
second category, will be discussed next.  
 
Resistance in implementing IMCI is due to lack of working together between nurses 





3.3.2.2 Category 2.2 Resistance to using IMCI 
 
The participants experienced that when doctors and nurses refuse to work together 
patient care is compromised. Participants indicated that when doctors are allocated 
children, they resisted seeing them. Although some of the doctors are IMCI trained 
they are not working according to the IMCI guidelines. In our clinics some doctors are 
trained in IMCI, and some are not trained. Those doctors that are not IMCI trained also 
do not manage the children according to the IMCI strategy/guidelines. Some primary 
health care clinics are not allocated doctors because the management alleges they do 
not provide all the services. Community health care clinics should have nurses and 
doctors working together, triaging and referring children. 
 
Participants stated the following: - 
 
When IMCI was introduced initially, all the categories of health personnel where 
trained in IMCI, both doctors and nurses. The enrolled nurses were trained in the 
community component and doctors and nurses were trained in case management to 
improve the skills of the staff. At present only nurses are trained.  
 
o “I have never seen doctors doing IMCI.” (p.4). 
 
The primary health care nurses and IMCI trained nurses assume the overall 
responsibility for the assessment and treatment of children. When the IMCI trained 
nurse has a difficult child to manage the nurse will refer the child to the PHC for further 
management and referral to hospital.  
 
o “They do help the PHC, but some of them are not trained, they will not see the child 
the IMCI way” (p.12). 
 
Some of the nurses are not trained in IMCI so it becomes a challenge to help with 
children. The PHC nurses usually prefer using a stethoscope and concentrate on the 
only problem that the child has at the same time. 
 





When a clinic has nurses, who are trained in IMCI, doctors want all the children to be 
allocated to the nurses. The doctors only want to see children with trauma and 
referrals. 
 
o “In other clinics doctors don’t want to see children, they will tell you I don’t want 
children allocated to me”. (p.5). 
 
Primary health care clinics are PHC driven. Sometimes doctors are not available 
because some services are not provided, such as maternity. Nurses have the 
responsibility of assessing, managing and referring children. 
 
o “We ask the doctor to see the child but sometimes there are no doctors available 
in the clinic” (p.7). 
 
PHC nurses and doctors help the IMCI trained nurse to treat the patient if the nurse is 
not sure of the classification of the child. The trained nurse refers all difficult cases that 
she has seen to the doctor or PHC nurse.  
 
o “In case I see that the classification of the child is more difficult I refer the child to 
the PHC or doctor” (p.8). 
 
IMCI is practiced by trained nurses in PHC clinics. Children are treated in accordance 
with The IMCI guidelines. At least one trained nurse takes the responsibility of triaging, 
assessing and treating children, and counseling the mother about feeding and referral 
of severely ill children. 
According to the IMCI guidelines (2019:1-64) the IMCI trained registered nurse has 
experience in treating common childhood illnesses. The nurse uses an integrated 
approach of treating children.  
 
IMCI in South Africa has been implemented for more than twenty years. The nurses 





Acceptance of IMCI as a preferred child health strategy is not uniform among health 
workers in South Africa. Doctors and nurses especially trained in PHC view the 
strategy as inferior despite evidence to the contrary (Fick 2017:209). 
 
The Department of Health (2008:5) states that doctors have numerous roles in the 
implementation and practice of IMCI. It is important to recognize that the strategy is 
not a nurses’ programme. The importance of the strategy is not only to improve the 
health care of children but also the health system collaborating with other interventions 
and programmes.  
 
The role of the doctor in IMCI is to support the recognition of the strategy by the 
medical profession in general and especially at their place of work; to promote an 
awareness of inter-grated management at referral level; to assist with the practice of 
IMCI at first level; to serve as clinical instructor during case management at first level 
and to aid in the monitoring and evaluation of IMCI. The doctor encourages or 
participates in all types of research related to the IMCI strategy. The doctor should 
also assist with referrals sent by nurses at tertiary institutions.  
 
Participants’ experience is that doctors are not trained in IMCI. When the IMCI strategy 
was first introduced doctors were trained in IMCI. The participants experienced that 
doctors did not have knowledge of IMCI.IMCI training for doctors has ceased and 
because doctors do not have knowledge of the IMCI strategy, if the trained nurse refers 
the child to the doctor, the child must be escorted.  
 
Participants verbalized the following: - 
 
o “Previously when IMCI was introduced we had doctors who were trained in IMCI, 
who had knowledge about IMCI, I am not sure if doctors are still trained and have 
knowledge about IMCI” (p.9). 
 
o “I don’t know whether doctors are trained in IMCI. I see all the time they have their 





o “Our doctors, the ones we work with, don’t know anything about IMCI. It is better 
to escort the child to the doctor and explain what the problem is” (p.12). 
 
According to Fick (2017:2) IMCI is a good strategy to practice; however, the use of 
limited equipment contributes to the implementation of the IMCI strategy to be time 
consuming and leads to overwork. 
 
In a study done by Kerry (2005:47) it is reported that doctors without knowledge of 
IMCI continue to see children. Many doctors in hospitals get referrals from IMCI trained 
nurses which require them to have knowledge of IMCI conditions to ensure correct 
classification and management of the child. The IMCI strategy should be part of the 
curriculum of all health care workers especially doctors working in primary health care 
clinics and hospitals where nurses and doctors frequently refer children under the age 
of five years (Heyati, Soernato, Heryanti and Probandori, (2017:556). 
 
Time consuming refers to when a nurse spends a long time assessing one child during 
IMCI implementation. Participants’ experience is that IMCI is time consuming because 
the IMCI nurse needs to take down a history of all the problems that the child is 
experiencing during the examination of the child. In order for the IMCI trained nurse to 
assess the child comprehensively, the mother is asked questions about the child and 
observation is done. Several extensive questions are asked and health education is 
given accordingly. All these activities performed in relation to the child are time 
consuming. There is a lot to be done in the room because the nurse does not focus 
on one symptom or complaint but rather the child’s assessment which has to be given 
in totality. This is done despite the number of children that need to be seen and have 
to be given prompt and effective treatment. During assessment a number of problems 
may be identified in one child which leads to the IMCI trained nurses to feel overworked 
and hence resistance from health care workers using IMCI.  
 
This is evidenced by the following: -  
 






o “To practice IMCI daily is quite time consuming because there is so much about 
history taking.” (p.2). 
 
o “Okay…Okay…for me to use IMCI daily is quite interesting though it’s time 
consuming because you have to spend a little more with the mother to ask 
questions, to observe. to educate.” (p.3). 
 
o “There is a lot to do in the room. you don’t focus on one symptom and there is a lot 
to do in the room you don’t focus on one complain.” (p.2). 
 
o “It takes a lot of time for a nurse to see one child neh…because you must do 
everything on your own.” (p.10). 
 
o “I have noticed that most nurses don’t like IMCI they say it’s time consuming.” 
(p.11). 
 
o “What I found disturbing is that most nurses don’t like IMCI because they think it is 
time consuming. There is a lot of writing, explanation, health education to give.” 
(p.4). 
 
o “When doing IMCI it’s an advantage but you see a lot of children under five years 
and you meet so many problems.” (p.12). 
 
o “Our clinics are full every day; you see more than you think is enough for you to 
see that day. You find that at the end of the day you are so tired.” (p.12). 
 
o “And another disadvantage is that IMCI is always full. You end up seeing a lot of 
children, it is very tiring.” (p.12). 
 
o “With my experience as a PHC nurse, I find that hmmm…doing IMCI in the room 
is time consuming.” (p.3). 
 
When IMCI is applied presently in facilities, one IMCI trained professional nurse does 




children, and promoting health during each consultation. This has been regarded as 
an obstacle to practice IMCI correctly because it is time consuming. According to 
Padya, Slemming and Salojee (2018:172) reasons for poor IMCI implementation in 
South Africa include deficient practitioner competencies and that IMCI consultations 
are regarded as time consuming and there is poor supervision of practitioners. 
 
Mwisongo and Maestad (2014:1) indicate that even though IMCI is time consuming, 
IMCI nurses still assess children following the IMCI guidelines (2019:1-64) and making 
correct classifications. According to Fick (2017:207) IMCI is a good strategy to 
practise; however, the use of limited equipment contributes to the implementation of 
the IMCI strategy to be time consuming and leads to overwork. 
 
In the rural areas the clinic nurse practitioners trained in IMCI work alone in the clinic 
in the absence of the doctor to manage children below the age of five years. The IMCI 
trained professional nurse has done all the work, which leads to overwork (Tladi, 
2015:324-337).  
 
Bing (2008:1) reports that as an IMCI trained professional nurses have ambivalent 
feelings as they eagerly want to practise IMCI which takes time and new skills must 
be developed gradually to be able to cope with the work.  
 
Klipgat, Musto, Mwizamholya and Morona (2014:6) highlight that shortage of nurses 
in primary health clinics contributes to IMCI not being fully implemented due to large 
numbers of children who need to be assessed by IMCI trained professional nurses. 
 
3.3.2.3 Category 2.3 Resources Essential in IMCI  
 
In the first theme the fact that IMCI is easy to use and no resources like stethoscopes 
are needed was discussed; however, some participants indicated their concerns of 
possible misdiagnosis if no resources are used. 
 
The participants indicated that although little equipment is needed to perform IMCI, 




conditions. This is experienced as a challenge in the implementation of the IMCI 
strategy.  
 
Participants experienced that IMCI is a strategy developed to assess children from 
birth to five years of age. No equipment is used, the IMCI trained nurses use their 
senses such as “look, listen and feel” when examining children. History is taken from 
the mother to establish the problem that the child might have. When using IMCI the 
instruments used are usually a weighing scale to monitor the weight and a 
thermometer to check if the child has a fever. Not using equipment like a stethoscope 
can however lead to mismanagement or misdiagnosis of the child as other signs and 
symptoms may be missed by the IMCI nurse, such as creps and ear infection. 
 
This is evidenced by the following: -  
 
o “When using IMCI we concentrate on children from birth to 5 years. We don’t use 
equipment, we only use senses, we look, touch and feel.” (p.2). 
 
o “In IMCI we are not always going to use the stethoscope but we look, touch and 
feel.” (p.1). 
 
o “When doing IMCI we don’t use equipment we only monitor breathing, temperature 
and nutrition.” (p.3). 
 
o “Because using IMCI I don’t need any instruments” (p.3). 
 
o “So, they are saying because you are not using instruments you are going to miss 
some of the things like ear discharge if you don’t look in the child’s ear. You are 
not going to hear the creps” (p.7).  
 
o “Using IMCI is an advantage but sometimes there are things that you cannot see 
without a stethoscope. According to my experience so far, because the child can 
have eh… an eardrum infection that you can miss accompanied by fever, when 





Resources are needed for health workers to deliver quality patient care in each facility. 
Both human and material resources are needed in order for health facilities to function 
(Tladi, 2015:324-333). The IMCI approach was however developed for the use in 
outpatient clinics with limited diagnostic tools, limited medication and limited 
knowledge and skills to practise uncomplicated clinical procedures (Okafor and 
Ekwinife, 2017:10).  
 
Nguyen, Leung, McIntyre, Ghali and Sauve (2013:2) affirm that the success of IMCI 
implementation in facilities depends on the availability of sufficient equipment, 
essential drugs and supervisory visits after training.  
 
IMCI nurses and other health professionals migrate to other jobs. The service has a 
staff shortage and is facing a human resource crisis that affects the ability to provide 
quality care to children (Dept. of Health,2008:75). Pradham (2016:144) states that 
PHC facilities shows inadequate service delivery support. Reporting forms and other 
essential supplies are inadequate and unavailable which lead to interrupted 
implementation of IMCI.  
 
Drug supply is also important in IMCI implementation. The IMCI guidelines (2019:1-
64) indicate essential drugs in the management of children when using the strategy. 
Most facilities have drugs that are listed in the chart booklet. While essential equipment 
and consumables are compulsory for effective implementation,48.-9% of all countries 
and 62.-1% of low-income countries found that drug procurement and supply chain 
management are a barrier to IMCI implementation. Furthermore, training of staff, 
adequate skill and supervision are needed to ensure effective implementation (Patel 
2018:3).  
 
According to the Department of Health, (2008:77) oral rehydration is one of the 
lifesaving interventions in the treatment of IMCI. A suitable room or corner needs to 
be set up with the necessary equipment, containers appropriate for preparing ORS 
and salt sugar solution (SSS), teaspoons, cups as well as sugar and salt or ORS 
sachets, utensils for mixing SSS and oral rehydration register for recording all the 





During IMCI implementation children’s weights and temperatures are taken. The 
weighing of children assists the nurse to see if the child is losing or gaining weight. 
The weight will furthermore assist the nurse with the calculation of dosages of 
medications administered to the child. The equipment recommended when using the 
IMCI strategy is a robust scale and thermometers. Ideally there should be two scales, 
one for infants and one for children. The scale plays a key role in the management of 
nutrition and should therefore be calibrated daily. The IMCI trained registered nurse 
should have IMCI guidelines (2019:1-64) at hand and constantly refer to. Other 
equipment would be a watch for using when counting breaths and a follow up notebook 
to record all children seen during an initial visit and who are supposed to return for 
follow up (IMCI Guidelines. 2019:1-s64). 
 
3.4 SUMMARY OF CHAPTER 3 
 
In chapter three the discussion of findings regarding the experiences of IMCI trained 
professional nurses in the implementation of the strategy in the district in Gauteng 
province, was given.  
 
In conclusion, the nurses who were involved in implementation of IMCI articulated their 
experiences of IMCI being experienced as a positive intervention as well as IMCI 
having challenges; for IMCI to be practised by all professional nurse’s, management 
should give support to keep nurses happy by appreciating work done.  
 
In Theme 1, IMCI was experienced as a positive intervention. The participants 
experienced IMCI as easy to use and child friendly because all programs provided to 
children were combined as one. Holistic assessment occurs when the child is 
assessed in totality and health education is given to increase the mother’s /caregivers 
knowledge and skills, thereby increasing the parent’s self-esteem and making them 
more independent. The IMCI trained nurses prevent misuse of antibiotics by 
prescribing antibiotics following the IMCI guidelines. Follow up is essential the mother 
is advised to come for follow up at the earliest time listed for the child’s problems.  
 
Theme 2 described challenges as verbalized by participants. There were feelings of 




could be due to lack of knowledge among doctors assessing children under the age 
of five years and doctors resisting to see children. Literature control was also done.  
 
Recommendations will be discussed in detail the review of the research 
recommendations for nursing practice, education, limitations of the research and 










In chapter three, the findings of the in-depth individual interviews on the experiences 
of IMCI trained professional nurses in a district in Gauteng province were discussed 
with the literature control being incorporated. Chapter four focuses on the 
recommendations to the nursing manager for implementation of IMCI strategy by 
professional nurses trained in IMCI in a district in Gauteng province where the study 
was conducted. The recommendations are based on the findings presented in chapter 
3. This chapter also presents, purpose and objectives of the study, limitations of the 
study as well as recommendations for nursing practice, nursing education and future 
research.  
 
The recommendations pertain to the implementation of IMCI in the primary health care 
clinics under study which is presented next. Finally, the chapter outlines some 
recommendations for future research, and offers a conclusion. 
 
4.2 SUMMARY OF RESEARCH 
 
The current study was conducted in fulfillment of the requirements for the degree 
Masters in Nursing Sciences in Community Health Nursing: Primary Health Care.  
 
In South Africa few studies have been conducted on the implementation of the IMCI 
strategy in a district in Gauteng province. The researcher has practised as a nurse 
clinician in a primary health care clinic and realized the need to conduct a study to 
explore the experiences of the IMCI trained professional nurses on implementation of 
the strategy. The researcher obtained ethical clearance from the Ethics Committee of 
the University of Johannesburg Faculty of Health Sciences (Annexure C) and also got 
permission to conduct this research from the Department of Health in Gauteng 
Province (Annexure D). The researcher had a meeting with the IMCI professional 
nurses who gave consent and were willing to participate. The IMCI trained professional 





The researcher used a qualitative, explorative, descriptive and contextual research 
design because she wanted to explore the lived experiences of IMCI trained 
professional nurses on implementation of the IMCI strategy to make recommendations 
to the nursing managers, to facilitate the implementation of the IMCI strategy in a 
district in Gauteng province. 
 
The researcher chose this design because she perceived it to be appropriate for this 
study. The purpose of the study will be discussed next. 
 
4.2.1 Purpose of the Study 
 
The purpose of this study was to gain an understanding of the experiences of IMCI 
trained professional nurses in a district in Gauteng province, to make 
recommendations to nursing managers to facilitate the implementation of the IMCI 
strategy. 
 
The objectives of the study will subsequently be discussed.  
 
4.2.2 The Objectives of the Study were: 
 
• To explore and describe the experiences of IMCI trained professional nurses in 
primary health care clinics on the implementation of the IMCI strategy. 
 
• To make recommendations to facilitate the implementation of the IMCI strategy in 
a district in Gauteng province were the participants experienced the phenomenon. 
 
The findings of the study show that participants experienced IMCI strategy as a 
positive intervention. The participants experienced IMCI as easy to use and child 
friendly because all programs provided to children are combined as one. Holistic 
assessment occurs when the child is assessed in totality, health education is given to 
increase the mother’s knowledge and skills, increasing the self-esteem and making 




implementation of the IMCI strategy. Dissatisfaction of trained nurses/mothers using 
IMCI and resistance to IMCI implementation were experienced; they also held the 
opinion that some resources were essential to be used to prevent misdiagnosis. IMCI 
therefore has two themes. The first theme is that IMCI was experienced as a positive 
intervention. The second theme is that IMCI was experienced as presenting 
challenges.  
 
Recommendations of the study were aimed at facilitating the implementation of the 
IMCI strategy. The research design will be discussed next. 
 
4.2.3 Research Design 
 
Research design is the entire process of research from conceptualizing a problem to 
writing the narrative; not simply the method such as data collection, analysis and report 
writing (Creswell, 2018:327). According to Polit and Beck (2018:51) the research 
design is the plan for obtaining answers to the research question. 
 
The research design directed the researcher on the selection of population and 
sampling procedure. Simply put, the research design entails planning for the research 
study (Leedy & Ormrod, 2014:76). For the current study, a qualitative, explorative, 
descriptive and contextual design was used in order to achieve the objectives of the 
study. This design was used to explore and describe the experiences of IMCI trained 




According to Holloway & Galvin (2017:141) a sample consists of sampling units, 
people, time and setting. The members of the sample are the participants in this study. 
Purposive sampling is a type of non-probability sampling in which the units to be 
observed are selected on the basis of the researcher’s judgment about which ones will 
be the most useful or most representative (Babbie,2014:200; Polit & Beck 2012:279). 
 
Purposive sampling was used in qualitative research because the researcher selected 




understanding of the research problem and central phenomenon in the study (Creswell 
2018:158). Purposive sampling was used to select those participants’ that experienced 
that phenomenon. The phenomenon served the purpose of providing rich data on 
implementation of the IMCI strategy in a district in Gauteng province. Objective 1 will 
subsequently be discussed in detail. 
 
4.2.4 Objective 1: To explore and describe the Experiences of IMCI Trained 
Professional Nurses on the implementation of the IMCI Strategy 
 
The experiences of implementation of IMCI by trained professional nurses were 
explored. This objective was achieved through in-depth, individual, phenomenological 
interviews that were conducted during the data collection process. In-depth individual 
phenomenological interviews were conducted with thirteen participants, of which 
twelve were females and one was a male. The researcher used different 
communication skills such as asking probing questions to explore and describe the 
experiences of IMCI trained professional nurses on implementation of the IMCI 
strategy. 
 
Different communications techniques were used in order to get the participants to 
provide the researcher with rich data. According to Holloway and Gavin (2017:93) 
probes are a search for elaboration and meaning which in this study allowed 
participants to verbalize their experiences of implementing IMCI. The researcher 
listened attentively as the participants expressed themselves, while making 
observations regarding their non-verbal communications dynamics. Data saturation 
was reached after the eleventh participant when repetitive themes kept emerging, with 
no new data forthcoming.  
 
Two themes emerged after data analysis was conducted by the researcher and 
independent coder using Giorgi’s (2009:128) method of data analysis. The first theme 
was: IMCI was experienced as a positive intervention, with five categories, namely: 
easy to use and child friendly, holistic assessment, health education, prevents misuse 
of antibiotics and continuous management. The second theme was: IMCI has 
challenges, with three categories, namely: dissatisfied trained nurses/mothers in using 




consequently achieved. The second objective which is to make recommendations to 
the nursing manager will be discussed next. 
 
4.2.5 Objective 2: To make Recommendations to the Nursing Managers to 
facilitate the implementation of the IMCI Strategy 
 
The second objective entailed the researcher making recommendations for nursing 
managers to facilitate the implementation of the IMCI strategy in a district in Gauteng 
province which will be presented in table 4.1 and a detailed discussion on 




The researcher ensured that the study findings were trustworthy and included, 
credibility, transferability, dependability and confirmability.  
 
Credibility was ensured throughout the study. Credibility refers to confidence in the 
truth of the data and the interpretations as well as carrying out a study in a way that 
enhances credibility of the findings (Lincoln & Guba, 1985:301). The researcher 
ensured the credibility of the study through prolonged engagement with the data during 
data analysis, as described by the participants during data collection. This assisted 
the researcher in getting to know the participants better and gaining more insight into 
the phenomenon. The experiences of participants were captured on an audio recorder. 
Credibility was ensured through consensus discussions between the independent 
coder, the researcher and the research supervisors.  
 
Transferability was ensured by providing a dense description of the demographic 
information and a rich description of the data, supported by direct quotations of 
participants, as well as field notes and study results. The researcher’s responsibility is 
to provide a wide range of information for inclusion in the dense description of the data 
obtained in the study (Lincoln & Guba, 1985:316). Dependability was further ensured 
through the dense description of the research methodology and context of the study. 
An inquiry audit was carried out, which is a technique whereby an independent coder 




supervisor, co-supervisor and independent coder will keep all records safe under lock 
and key for a period of 2 years after data publication. Finally, the audio recordings 
could only be accessed by the supervisors, the independent coder and the researcher. 




In the current study, the researcher considered certain steps to ensure that the rights 
of participants were not violated in any way. The ethical considerations were in 
accordance with the principles as set out by Dhai and McQuoid-Mason (2011:9-15). 
The researcher obtained informed consent for the audio recorded interviews from all 
participants after the purpose and methods of the study were explained to them. These 
consents were voluntary. Data were collected until saturation was reached. 
Furthermore, participants were assured that they had the right to autonomy and 
therefore they could withdraw from the study at any time without fear of penalty or 
prejudice. Confidentiality was maintained throughout the research and thereafter. This 
was achieved by keeping the participants’ information and their participation in the 
research secret. To ensure their privacy, participants’ names were omitted, and they 
were identified using numbers; for example, the first interviewee was referred to as 
participant 1 and the last one was participant thirteen.  
 
The transcribed interviews and audio-records were kept under lock and key and will 
remain there for two years after the publication of the study. The principle of justice 
was applied when selecting the participants for this study as there was no one who 
was discriminated against. The selection of the participants was based on their 
experience of implementing the IMCI strategy.  
 
The researcher conducted interviews at a private place convenient to the participants. 
This was to ensure that there were no distractions such as noise during interviews. An 
overview of themes with recommendations follows in Table 4.1 and a detailed 





Table 4.1 Recommendations 
Themes Categories Recommendations Literature 








and easy to 
use. 
 
Nurse manager must ensure that IMCI remains 
a positive intervention, is child friendly and 
easy to use by giving support to all nurses 
trained in IMCI. 
 
 
• According to WHO and UNICEF (1990). 
IMCI strategy was introduced to reduce 
disease and disability in children under the 
age of five years.  
• The IMCI strategy is easy to use by nurses 
trained in IMCI and can be implemented 
immediately after training (Tladi, 2015:324-
334).  
• Diseases that affect children under the age 
of five years may be prevented and/or 
treated by interventions like IMCI diseases 
such as pneumonia, diarrhea, measles and 
malaria(Pinto et al., 2017:1).  
• IMCI was introduced because there were 
recognitions that single treatments alone 
were not obtaining success in reducing 




Themes Categories Recommendations Literature 
managing sick children was indicated, 
namely that the child health programme 
needed to go beyond single diseases to 
address the overall health of the child. 
(Pinto et al., 2017:7). 
  The nurse manager must ensure that only IMCI 
trained nurses implement IMCI. The trained 
nurses should work according to the IMCI 
guidelines which are integrated and guide the 
IMCI trained nurses on how to treat children.  
• IMCI is an integrated approach that focuses 
on the wellbeing of the child. The strategy 
promotes growth and development among 
children under the age of five years 
(Mulaudzi, 2015:89). 
   Nurse manager must ensure that equipment 
essential for IMCI is available and in good 
working condition such as weighing scales and 
thermometers, to ensure that the vital signs 
taken are correct which will lead to correct 
classification.  
• According to the IMCI strategy a robust 
scale and thermometers should be 
available and the scale should be 
calibrated daily. There should be two 
scales, one for infants and one for older 









 Nurse manager must ensure that the 
environment where children are examined is 
clean and, comfortable by providing cleaning 
material to support staff and having a daily 
roster for cleaning staff.  
• National Department of Health (NDoH) 
2018:80): ensure that cleaners have been 
appropriately trained and are fully aware of 
their duties.  
   Nurse manager must ensure that clinic is child 
friendly. The clinic should have nurses that are 
trained in IMCI. The IMCI trained nurses 
should be friendly and respectful towards the 
parents and caregivers.  
• In order to reduce the infant and child 
mortality rate, South Africa had to introduce 
strategies that would improve the 
effectiveness and efficiency of care that 
their medical systems deliver. In terms of 
section 28: 1C of the Constitution every 
child should have access to quality care 
and growth. Therefore, IMCI seemed an 
ideal approach to manage childhood 
illnesses for children under the age of five 
years either at a health care facility or at 




Themes Categories Recommendations Literature 
  The IMCI trained registered nurse must ensure 
that waiting time is reduced, children are seen 
quicker and transferred to hospital. The IMCI 
trained nurse should have knowledge of the 
hours that the child should spend in the clinic 
or consulting room. 
• According to Malimabe et al., (2019:1). 
South Africa introduced IMCI as a strategy 
that would improve the effectiveness and 
efficiency of care. Their strategy aims to 
reduce infant and child mortality rate. Every 
child should have access to quality health 
care and growth according to section 20: 
1C of the Constitution. Therefore, the IMCI 
seemed an ideal approach to manage 
childhood illnesses for children under the 
age of five years.  
• Dept. of Health (2008:70) states that it is 
gratifying to see that clinics have a 
separate queue. The reason for this 
includes vulnerability and susceptibility of 
children to infections. IMCI strengthens the 
relationship of nurses and parents of 
children as they are involved in decision 




Themes Categories Recommendations Literature 
  The IMCI trained registered nurse must ensure 
that a child friendly environment prevails. The 
trained nurse must greet the mother and ask 
what the child’s problems are. The room must 
be confortable, quiet and away from 
distractions. 
• According to the IMCI guidelines (2019:25) 
the nurse should greet the caregiver and 
ask about the child’s problems in a room 
specified for children only.  
  The IMCI trained registered nurse must ensure 
that the implementation of the strategy is 
correct, no diagnostic instruments are used; 
only the “look, listen and feel” approach which 
will lead to many classifications. 
• According to the IMCI guidelines (2019:1-
64) the trained nurse takes down the 
history from the mother, examines and 
treats the child, and counsels the mother. 
The nurse should refer the child to the 
doctor or PHC nurse if she is not able to 
manage the child. She then gives the 
mother a follow up date. 
  The nurse manager must ensure that the IMCI 
trained nurse uses the latest IMCI guidelines 
(2019:1-64) which are updated. The IMCI 
coordinator must provide IMCI trained nurses 
with updated guidelines as per the nurse 
manager’s request.  
• The IMCI guidelines (2019:1-64) , which is 
a strategy for infants from birth-2months 
and 2 months to 5 years, are used as a 
guide by nurses in primary health care 
clinics to manage children in the absence 
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  The nurse manager must ensure that IMCI 
guidelines (2019:1-64) are used as an open 
book and adhered to by providing an IMCI 
booklet in each IMCI room. 
• According to (Tladi, 2015:324-332) IMCI 
guidelines are used as a desk aid which 
helps nurses in the management of 
children. 
  Nurse manager must monitor that nurses are 
given IMCI guidelines (2019:1–64) after 
training in IMCI case management, by 
checking if the IMCI trained nurse is using the 
chart-booklet during consultations. Nurse 
manager checks patient’s files by auditing the 
files. 
• According to Lange et al., (2014:1) the IMCI 
strategy and guidelines were introduced by 
WHO and UNICEF (1990) to enable trained 
nurses to assess, classify, treat, counsel 
the mother about feeding and refer to 
hospital if necessary and advise the mother 
to return for follow up. Each main symptom 
is classified and treated. 
 1.2 Holistic 
Assessment 
The IMCI trained registered nurse must ensure 
that children are examined holistically by 
checking thes patient’s files. Trained nurse 
must take history from the mother, check for 
general danger signs, attend to all the main 
symptoms, classify, treat and refer to hospital. 
• According to the IMCI guidelines (2019:1-
64) the trained nurse provides 
comprehensive care. This ensures that the 
nurse examines all the health problems of 




Themes Categories Recommendations Literature 
  The nurse manager must ensure that all the 
problems of the child are attended to by 
auditing the patient’s files which will lead to 
fewer complaints from mothers/caregivers. 
This will lead to correct classifications and 
treatment and fewer complications. 
• According to the IMCI guidelines (2019:1-
64) IMCI is designed for use in first level 
facilities such as clinics, health centers, 
outpatient departments or hospitals. The 
nurse recognizes clinical signs to decide 
which treatment is appropriate. Each main 
symptom is classified and treated. 
• According to Pinto et al., (2017:7) 
caregivers need to focus on the child and 
not just the disease and condition affecting 
the child.  
• Dept. of Health (2008:8) states that 
classification of the illness using the color-
coded triage system is used because many 
children have more than one condition, 
each is classified as to whether it requires 
urgent referral.  
1. Specific medical treatment. 
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  The nurse manager must ensure that relevant 
health education is given to mothers/ 
caregivers by delegating the IMCI nurse to 
teach mothers/ caregivers while awaiting 
consultation of the children. 
According to IMCI, the trained nurse should 
give mothers/caregivers health education 
outlined in the chart-booklet.  
 
• According to WHO, n,d. health education is 
a combination of learning experiences to 
help individuals and communities improve 
their health by increasing their knowledge.  
• Dept. of Health (2008:77) states that the 
nurses who are allocated the task of 
weighing need to understand the 
importance of their role and would need to 
be monitored from time to time. Their tasks 
also include an educational role in respect 
of the mother which in turn requires a 
cordial relationship with the mother or 
caregiver. 
  The nurse manager must ensure that health 
education about immunization is given to 
parents or caregivers. The nurse manager 
must make sure that each IMCI room has 
posters that educate mothers about 
immunizations.  
• Immunization remains the most cost 
effective public health intervention 
available. Underutilized vaccines are 
included in the immunization schedule. The 
Expanded Programme of Immunization EPI 
(2015:3) plays an increasing role in the 
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The Expanded Programme of 
Immunizations in South Africa (2015:ÌÌÌ) 
immunizations are given from birth to 12 
years.  
• The IMCI guidelines (2019:35) state that 
parents and caregivers should bring 
immunization cards with every visit. All 
children should be given immunizations to 
prevent disease. All previously missed 
doses should be given at this visit to 
overcome the problem of missed doses 
Immunizations are administered even if 
children are sick. Immunize, even if the 
child does not have a RTHC and give a new 
one on the day. Advise caregivers or 
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  The nurse manager must ensure that health 
education about Road to Health Card is given 
to mothers. RTHC has pictures of danger signs 
and developmental screening. The trained 
nurse educates mothers/caregiver about 
RTHC, which are always available. 
• RTHC booklets are booklets given to 
mothers at or after birth of their children by 
nurses working in the health services 
where their children were delivered. The 
booklet is issued free of charge (National 
Dept. of Health,2030:1).  
• According to Jonker and Stellenberg 
(201:5) RTHC provides essential 
information about the immunizations that 
the child should get, on which sides of the 
body, oral feeding and oral rehydration. 
Play stimulation and child safety are also 
present. The RTHC has drawings of danger 
signs which informs and educates the 
mother when to take the child to the clinic.  
  The nurse manager must ensure that health 
education about home remedies is given and 
emphasized by the trained nurse. Pamphlets 
and talks must be given to mothers every day 
whilst children are waiting in the queue. The 
• Home remedies are safe remedies 
administered at home using available 
ingredients. According to the IMCI 
guidelines (2019:45) a child with cough or 
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trained nurse must schedule when the health 
education will be given. 
Safe remedies are breast milk (if not 
excessively breastfed), weak tea or warm 
water with added sugar or honey and 
lemon if available. A child classified with 
diarrhea with some dehydration or diarrhea 
with no dehydration is treated with ORS in 
the clinic or salt and sugar solution at 
home.  
  The nurse manager must ensure that mothers 
are given health education relevant to their 
children’s problems. The nurse manager must 
assign health promoters to teach about ORS 
and SSS every morning.  
• The health education given during the 
examination of the child makes parents and 
caregivers more knowledgeable, 
independent and it helps boost their self-
esteem. IMCI (2009:3) states that one of 
the principles of IMCI is to provide the 
mother with knowledge and skills to enable 
her to give the child the best possible 
quality of care. Communications skills 
enable her to give the child the best 
possible quality care. Communication skills 
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mother were the use of open-ended 
questions and listening to what the mother 
was saying. The mother was given a 
chance to ask questions.  
  The nurse manager must ensure that IMCI 
trained nurses adhere to IMCI guidelines 
(2019:1-64). Guidelines categorize which 
children should be given antib-iotics. The 
manager must ensure that the nurse has the 
guidelines at hand and she must audit patients 
’files. 
• According to Flemming (1945:2) antibiotics 
are medications that destroy or slow down 
the growth of bacteria. They include a 
range of powerful drugs and are used to 
treat diseases caused by bacteria. 
Antibiotics cannot treat viral infections such 
as colds, flu and coughs. Antibiotics are 
powerful medicines that can fight certain 
infections and can save lives when properly 
used. They either stop bacteria from 
reproducing or destroy them.  
• According to the IMCI guidelines, (2019:36 
37) antibiotics are given to children as pre-
referral treatment before a child is referred 
to hospital. Again, antibiotics are 
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classifications, for example if a child has 
pneumonia. 
• Amoxicillin is the drug of choice. Children 
with a cough or a cold are not given 
antibiotics, safe home remedies such as 
weak tea with honey and lemon or breast 
milk are given to soothe the throat.  
  TheIMCI trained registered nurse must ensure 
that antibiotics are not given if a child does not 
have a classification that warrants antibiotics. 
The nursing manager checks if children are 
given medication according to their 
classification by auditing patient’ files and 
providing nurses with IMCI guidelines which 
are up to date. 
• According to Daulaire Bang, Tomson and 
Kalyango (2015:3), if children are given 
antibiotics correctly and in time, infections 
would be lowered to a large extent. Trained 
nurses prescribing antibiotics should be 
clear and knowledgeable to prevent 
resistance caused by unnecessary 
prescriptions of antibiotics. 
• Lunze et al., (2017:6) report that eighty 
percent of children with cough or cold need 
supportive care, not antibiotics and they 
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(2019:1-64) are developed to reduce 
unnecessary antibiotics treatment. 
  The nurse manager must ensure that anti-
biotics are not prescribed with every visit. The 
trained nurses must ensure that antibiotics are 
prescribed according to the chart-booklet by 
using the IMCI guidelines as an open book with 
each consultation. 
• Mansoor et al., (2017:8) found that most 
antibiotics prescriptions should be in line 
with the IMCI guidelines (2019:14). In terms 
of the frequency and duration of giving 
medication, however, they found that the 
correct dose of treatments was not 
reasonably prescribed to thirty percent of 
children. Furthermore, Mansoor et al., 
(2017:8) found that the rational use of 
antibiotics and counseling on home care 
were important and had a positive effect on 





The nurse manager ensures that follow up 
creates continuous monitoring by giving 
trained nurses a book in which to record 
patients who are scheduled for follow up.  
 
• Continuous monitoring implies a date given 
to parents or caregivers on which to bring 
the child back to the clinic (IMCI guidelines, 
2019:48). Follow up creates continuous 
monitoring because the nurse wants to see 
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given. During the initial visit the mother is 
advised to bring the child back according to 
the classification of the child e.g. follow up 
after 2 days if a child has pneumonia and 5 
days for cough or cold. 
• During follow up the child is examined for 
new problems. If new problems emerge the 
child gets new classifications and treatment 
is prescribing in terms of IMCI Guidelines 
(WHO, 2009:3). 
• Druetz et al., (2015:3) states that to adhere 
to the treatment guidelines, trained nurses 
should follow up on children under the age 
of five years to assess if a child is improving 
on treatment prescribed (Osman et al., 
2018:1)and confirm that the majority of 
parents and caregivers who were treated 
by IMCI trained nurses were satisfied with 
the services provided. It is important to 
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up, type of feeding during illness and signs 
and symptoms of when to return 
immediately for follow up. 
  The nursing manager must ensure that 
mothers return for continuous monitoring. The 
trained nurse must have a book in which the 
names of all children who must return for follow 
up are recorded. The nurse manager sends 
community health workers to trace patients 
who have defaulted. 
 
• According to the IMCI guidelines (2019:48) 
the mother is taught when to return for 
follow up by referring to the follow up 
boxes. The boxes were designed to provide 
care to a child who returns for follow up and 
match the child’s previous classification. 
Follow up convenient for mothers, as 
parents who come for follow up are seen 
first. 
• According to Munene and Okwany (2016:1) 
most of the mothers are working. Bringing 
their children for follow up to the clinic is a 
challenge because they have to juggle 
working and bringing their children for 
follow up. These mothers frequently work 
long hours and are sometimes paid less 











The nursing manager must ensure that no 
dissatisfaction prevails when implementing 
IMCI. Trained IMCI nurses are given in-
service training about positive attitude. The 
IMCI trained nurse must educate mothers 
about the dangers of giving medication too 
early.  
 
The IMCI trained nurse must educate 
mothers/caregivers about which 
classifications require medication 
 
The trained IMCI trained nurse must provide 
information about the importance of home 
remedies such as being cost effective and to 
prevent resistance. 
 
The nurse manager must assign a trained 
IMCI nurse to give health education to 
 
• According to the IMCI guidelines (2019:1–
64), during IMCI implementation nurses 
teach mothers and caregivers about main 
symptom as well as the reason why children 
are examined without being given treatment. 
• According to the IMCI guidelines (2019:27) 
children are given treatment according to the 
classification the child. Not all children are 
given medication after consultation. A child 
with meningitis is given pre-referral 
treatment before they are transferred to 
hospital, such as ceftriaxone given 
according to the child’s weight and age. 
Paracetamol syrup is given for fever. Testing 
for low blood is sugar done then the child is 
referred to hospital. When a child is 
classified with cough or cold the mother is 
advised to give the child home remedies. 




mothers daily about the classifications, giving 
correct treatment and compliance. 
of prescribing medicines and doing tests, 
some parents still feel that their children are 
not getting the right treatment. 
• Zhumativa (2008:1) further states that 
mothers complain because they are given 
advice on home care, which is the 
information suggested in the IMCI guidelines 
(2019:46-47). Giving home remedies to 
children is important. 
• Uchedu et al., (2019:6) confirm that the IMCI 
strategy changes one’s professional attitude 
towards a friendlier and more considerate 
approach and giving correct treatment to the 
patient. Mothers were reported to have given 
home remedies as the first action before 




 Resistance by 
professional 
nurses to using 
IMCI. 
The nurse manager must ensure that IMCI is 
implemented by doctors and nurses. Doctors 
and nurses allocated to see children must be 
trained in IMCI. 
• Resistance is the refusal to accept or comply 
with something (Oxford Dictionary. 
2017:509). Resistance can be caused by 
lack of knowledge or training in IMCI. IMCI 
resistance can also be caused by not having 
doctors allocated in the clinics or rotation of 
staff. PHC nurses work alone in the absence 
of the doctor and have to manage all children 
allocated to the nurses.  
• The trained nurse works alone and, relies on 
assessing the child’s illness using simple 
clinical signs. This replaces the conventional 
extensive history taking and head to toe 
examination of all children under the age of 
five years using the Dept. of Health 
(2008:7)and IMCI guidelines (2019:1-64). 
  The nurse manager must ensure that nurses 
and doctors trained in IMCI work as a team 
in order to provide quality care. 
The role of the doctor and nurse in IMCI is to 
work as a team and to improve the health care 
of children. The doctor should assist with the 





If the classification is difficult and the nurse is 
unable to manage the child, the child is referred 
to the PHC nurse, doctor or hospital for further 
management. 
• Sometimes the resistance is caused by IMCI 
as a preferred child health strategy which is 
not uniform among trained nurses and 
doctors. In South Africa, doctors and PHC 
trained nurses view the strategy as inferior 
despite lack of evidence to support this (Fick, 
2017:209). 
• Amin et al., (2015:52) report that doctors 
assessing neonates or babies must be 
trained in IMCI. Doctors should have 
knowledge of protocols which will help to 
treat patients with a holistic approach. 
Furthermore, the survey has revealed gaps 
in the knowledge and practices of doctors 
trained in IMCI. 
• Dept. of Health (2008:71) reports that 




tend to leave their posts at primary health 
facilities due to burn-out, low salaries and 
seeking greener pastures. This leads to low 
morale among PHC and IMCI trained 
nurses. 
  The nurse manager must ensure that tools 
used by trained nurses are available, such as 
weighing scales and thermometers. 
Recommend the use of tools and working 
together between trained nurses, PHC’s and 
doctors. 
• According to the IMCI guidelines (2019:1-
64) the PHC nurse can work together with 
the IMCI trained nurse. IMCI is time 
consuming because the nurse takes history, 
attends to all the problems stated by the 
mother, and the child is treated. Parents or 
caregivers are counseled; pre-referral 
treatment is also given. The PHC nurse 
saves time by advising the IMCI trained 
nurse of difficult diagnoses that need referral 
and other conditions not included in the 
chart-booklet. 
• The PHC nurse can examine the child using 
the stethoscope if the trained nurse is not 
sure of the classification of the child. The 




amongst the PHC and trained nurses so that 
less time is spent seeing children under the 





Nurse manager must ensure that resources 
are available in facilities to promote effective 
IMCI implementation. The nurse manager 
must order sufficient resources needed in the 
clinic. 
 
• Resources may be defined as something 
that a person, an organization or a country 
has and can use, like human resources 
(Oxford dictionary, 2017:509).  
• According to the Dept. of Health (2008:75) 
experience has shown that where IMCI 
practitioners’ practise on their own, case 
management becomes suboptimal. WHO 
(1990) recommends that whenever possible, 
every facility should have at least two IMCI 
practitioners and recommends that at a 
minimum. 60% of professional nurses at a 
facility where children are receiving care 
should be IMCI trained.  
  The nurse manager must ensure that 
equipment used by trained nurses is well 
• The equipment used by IMCI nurses, which 
is recommended by the strategy, is a robust 




maintained by checking if the equipment is 
functioning well. 
should be two scales, one for infants and 
another for weighing children. The scale 
plays a key role in the management of 
nutrition, measuring dosages of medication 
given to children and it has to be calibrated 
daily (Dept. of Health. 2008:75). 
• Training in IMCI is ongoing so that PHC 
facilities may have enough trained nurses 
attending to children under the age of five 
(Dept. of Health,2008:75-76).  
  The nurse manager must ensure that trained 
nurses use guidelines daily as a desk aid by 
auditing patient’s files. All the IMCI trained 
nurses must use updated chart-booklets. The 
IMCI supervisors must organize when new 
chart-booklets are made and supply both the 
trained nurses who attended training in IMCI 
as well as their colleagues. 
• The IMCI guidelines (2019:1–64) should 
always be used to treat and refer children to 
hospital. A watch should be used to count 
breaths. Reporting forms or note books are 
also used to record children’s details during 
an initial visit who are coming for follow up. 
  Nurse manager to ensure that Oral 
Rehydration Therapy (ORT) corner is 
• ORT is one of the most important lifesaving 
interventions. A suitable room or corner 




available in the clinic by providing space and 
monitoring that ORS is given to children.  
equipment. containers appropriate for ORS 
and salt sugar solution, teaspoons, cups as 
well as sugar, salt and ORS sachets, 
utensils for mixing the solution, and SSS and 
ORS register.  
   • According to Tladi (2019:324–333) 
resources are needed for health workers to 
deliver quality patient care in each facility. 
Both human and material resources are 
needed in order for health facilities to 
function. Pradham et al.,(2016:144) 
highlighted inadequate service delivery 
support at PHC facilities, such as 
unavailability and inadequacy of reporting 
forms and other essential supplies needed 
for uninterrupted service delivery and 
inadequacy of essential supplies which 






4.3 RECOMMENDATIONS FOR NURSING PRACTICE, NURSING POLICY, NURSING 
EDUCATION AND FUTURE RESEARCH 
 
Recommendations (Table 4.1) were made based on the findings of the individual, in-depth, 
phenomenological interviews, which were incorporated into the literature. The findings 
highlighted the experience of IMCI trained nurses which indicated that IMCI was 
experienced as a positive intervention. IMCI as a strategy that examined and treated 
children under the age of five years was found to be easy to use and child friendly. IMCI was 
used to treat diseases that are preventable through simple, affordable interventions using 
carefully selected signs and symptoms for the management of the child (Tladi, 2015; 
Mulaudzi, 2015:89).The findings also indicated that IMCI had challenges such as resistance 
and resources needed to implement the strategy.  
 
IMCI has guidelines that are used by nurses as an open book. The IMCI guidelines guide 
the trained nurses on how to assess, classify, treat, and counsel the parents or caregivers, 
to give follow up care and refer to hospital. The guidelines should be updated constantly and 
implemented. Adherence to the guidelines is important because correct classifications lead 
to correct treatment. Primary health care clinics have doctors and nurses who should work 
together as a team to manage patients. Doctors should also be trained in IMCI to prevent 
resistance. The doctors should support the recognition of the strategy and promote an 
awareness of integrated management at referral level. 
 
IMCI has challenges. The challenges of the IMCI strategy are: resistance from doctors and 
nurses to implement the strategy, as well as that resources essential for IMCI sometimes 
interfere with implementation. 
  
4 3.1 Recommendations for the Nursing Practice  
 
The participants highlighted the following:- 
• Ensure that children under the age of five years are seen in a child friendly environment. 





• Management to ensure that children under the age of five years are examined by IMCI 
trained nurses and the strategy is implemented using the IMCI guidelines (2019:1-64).  
• Ensure and promote a positive and supportive attitude towards nurses trained in IMCI 
by allowing them to work together with a PHC nurse or an experienced IMCI trained 
nurse. 
• Ensure ongoing support, supervision and follow up from IMCI clinical instructors and co-
operation between doctors and nurses.  
• Encourage ongoing training of nurses and doctors to ensure sufficient human resources 
responsible for implementing the strategy and to improve their skills and knowledge. 
• Doctors and trained nurses need to be helpful to each other because they are working 
with humans to prevent litigation or complications. 
• Ensure fair distribution of work among trained nurses, doctors and PHC nurses to reduce 
work overload. 
• Ensure that nurses and doctors attend in-service training, especially in IMCI. 
• Doctors and PHC nurses must be available in the clinic at all times, so that participants 
may have sufficient points of reference.  
• Allocate an experienced IMCI trained nurse to triage and identify very sick children in 
order to refer those children to the PHC, clinic doctor or hospital to prevent complications 
which may lead to litigation. 
• When the clinic is full, the number of rooms implementing IMCI can be increased and 
all nurses working in primary health care clinics should be IMCI trained and should 
implement the strategy. 
• Children under the age of five years should be seen by nurses who are trained, 
responsible and who implement IMCI according to the IMCI guidelines. 
  
4.3.2 Recommendations in Nursing Education, including in Service Training. 
 
• Integrated management of childhood illness as a strategy has been included as pre-
service training for student nurses. 
• All professional nurses working in primary health care clinics and, community health 




• Policy development on in-service training should be made accessible to all IMCI trained 
nurses to facilitate the implementation of the strategy. 
• The IMCI clinical instructors should do follow up and supervisory visits to support IMCI 
trained nurses in the workplace and to listen to their challenges. 
• Regular in-service workshops and updates on policies regarding child health and IMCI 
should be done to ensure continuous development. 
• Ensure that all trained nurses were given chart-booklets after training and in the 
workplace to use as desk aid. 
• Regular updates, meetings and educational sessions for all are important to prevent 
fragmentation and staff divisions in the clinics. 
• However, in order to maintain competency levels, regular updates should be offered 
from a theoretical perspective followed by regular supervision in the clinical area. 
 
4.3.3 Recommendations for Nursing Research 
 
• It is important for further research to be done research exploring support for nurses 
caring for children under the age of five years. 
• The researcher recommends that further research is conducted to determine the 
improvement of clinical situations for all health professionals. 
• A similar study should be conducted in other districts and provinces to compare the 
results, with a view to possibly revise national implementation recommendations. 
• An explorative study to investigate resistance from IMCI trained professional nurses, 
and lack of resources that lead to poor implementation of the strategy, is suggested. 
• The researcher also suggests that research should be carried out on the challenges 
faced by primary health care facilities with regard to IMCI implementation. 
 
4.3.4 Recommendations for Policy Development 
 
According to the National Department of Health (NDoH, 2018:1), an ideal clinic is a clinic 
with good infrastructure, adequate staff, adequate medicine and supplies, sound 
administrative processes and adequate bulk supplies and that uses applicable clinical 





The IMCI training center should be responsible for the provision of supervision and 
mentoring of IMCI trained nurses in a consultative, supportive and non-discriminatory 
manner. The supervisor should provide support and ensure that trained nurses adhere to 
IMCI guidelines (2019:1-64) as stipulated by WHO.  
 
4.4 LIMITATIONS OF THE STUDY 
 
Irrespective of how carefully planned a research project may be, there will likely be 
limitations. The main limitations of this study includes 
• The study focused on IMCI trained professional nurses working in primary health care 
clinics in a district in Gauteng, where participants were mostly females as there was only 
one male trained in IMCI to participate in the study. 
• The study was only conducted in provincial clinics; local authority clinics were not 
included. 
• The study was conducted in a single geographical area. 
• Data was collected from four primary health care clinics only. Community health centers 
were not utilized for data collection. 
 
Aknowledged Limitations 
• The main limitation of the study was that participants were the ones choosing the venue, 
time and date. 
• The primary health care clinics are distant from each other, the researcher travelled a 
lot. 













In this chapter, the research findings were discussed and the themes were integrated with 
the literature control. 
 
Chapter four outlined the recommendations for managers and trained nurses implementing 
IMCI in primary health care clinics to facilitate the IMCI strategy. The strategy enables the 
trained nurse to function independently when managing children. 
 
The study indicated that IMCI is a positive intervention and is easy to use and child friendly. 
The findings further revealed challenges experienced by trained nurses regarding resistance 
by doctors and nurses to implement the strategy. Managers have a duty to ensure that 
resources are available to ensure effective service provision. The clinic management will 
support nurses and encourage a positive attitude towards all nurses. 
 
The purpose and objectives of the study were achieved and recommendations for further 
nursing practice, education, research and policies were made. The study will benefit users, 
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ANNEXURE A: INVITATION TO THE MANAGER TO CONDUCT RESEARCH 
 
 
          8299 PelaStreet  
          Orlando west  
          1804 
          February 2018 
 
The Nursing Service Manager 
 
Re: Consent to conduct research 
 
I, Mapule Susan Mnanzana, am presently registered as a Masters Curationis student at the 
University of Johannesburg. Majoring in community nursing and Primary Health Care. As 
part of the requirements in the study, I am required to complete a research study to explore 
and describe the “experiences of IMCI trained professional nurses in the implementation of 
the strategy in a district in Gauteng Province”.  
 
The study is being done under the supervision of Dr. W. O. Jacobs and co-supervisor Dr. K. 
F. Mentjes, both from the University of Johannesburg. The purpose of the study is to explore 
and describe the experiences of IMCI trained professional nurses on the implementation of 
the strategy in Gauteng Province in order to develop recommendations to facilitate the 
implementation of the IMCI strategy.  
 
I am required to conduct in - depth individual interviews with IMCI trained professional 
nurses to gather data that will assist me to develop recommendations to facilitate the 
implementation of the IMCI strategy in the Primary Health Care Clinics in a district in 
Gauteng Province. 
 
I hereby request permission to interview IMCI trained professional nurses working in Primary 
Health Care Clinics. The interview will last for approximately 45 – 60 minutes and strict 




permission of the participants to ensure accuracy before being transcribed verbatim. The 
names of the participants and the clinics will be omitted during all interviews to maintain 
anonymity.  
 
The information related to the study will only be accessible to the researcher and the 
supervisor to maintain the confidentiality and anonymity of the participants in line with ethical 
principles. The researcher will collect data, the venue, date and time will be agreed between 
the interviewer and the participants. All data will be kept locked for two years and will be 
destroyed after publication of the study. Participation in this study is voluntary and 
participants have the right to withdraw at any stage during the research if they wish to do 
so.  
 
The findings of the research will be made available on request to both participants and 
Primary Health Care Clinics. Should you need any explanation, please feel free to contact 
me at 067 613 9598 from Monday to Friday between 07H00 – 16H00.  
 
There will be no risks or discomforts to the participants in sharing their experiences. The 
research will result in recommendations developed that will facilitate the implementation of 
the IMCI strategy.  
Trusting that my request shall be considered  
 
Yours faithfully  
Mapule Susan Mnanzana 
Employee Number (15160335) 
Contact Number 067 613 9598 
Supervisor  
W. Jacobs  
Contact Number – 082 776 4066 
 
Co - Supervisor  
K. Meintjes  




ANNEXURE B: INFORMATION LETTER TO PARTICIPANTS 
 
 
DEPARTMENT OF NURSING  
RESEARCH CONSENT FORM 
 
Experience of Integrated Management of Childhood Illness( IMCI) Trained Professional 
Nurses on Implementation of the strategy  
 
Please initial each box below: 
 
  I confirm that I have read and understand the information letter dated 12th August 
2016 for the above study. I have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily. 
 
 
 I understand that my participation is voluntary and that I am free to withdraw from this study 
at any time without giving any reason and without any consequences to me. 
 
 






______________________  ___________________  _______________ 




______________________  ___________________  _______________ 










DEPARTMENT OF Nursing 
RESEARCH CONSENT FORM TO BE INTERVIEWED AND AUDIO-TAPED  
 
Experience of Integrated Management of Childhood illness (IMCI) trained Professional 
Nurses on implementation of the strategy 
 
Please initial each box below: 
 
 




 I understand that my personal details and identifying data will be changed in order to protect 
my identity. The audio tapes used for recording my interview will be destroyed two years 
after publication of the research. 
 
 




_________________  __________________    ________________ 
Name of Participant   Signature of Participant    Date 
 
 
_____________________  ___________________  ________________ 









DEPARTMENT OF HEALTH  
RESEARCH STUDY INFORMATION LETTER 
 




My name is Mapule Susan Mnanzana I WOULD LIKE TO INVITE YOU TO PARTICIPATE 
in a research study on Experience (IMCI) Integrated Management of childhood illness 
Trained Professional Nurses on Implementation of the strategy 
 
Before you decide on whether to participate, I would like to explain to you why the research 
is being done and what it will involve for you. I will go through the information letter with 
you and answer any questions you have. This should take about 10 to 20 minutes. The 
study is part of a research project being completed as a requirement for a Master’s  Degree 
in Community Health  through the University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to Explore and describe the experiences of IMCI trained 
professional nurses on implementation of the IMCI strategy.. 
 
Below, I have compiled a set of questions and answers that I believe will assist you in 
understanding the relevant details of participation in this research study. Please read 
through these. If you have any further questions I will be happy to answer them for you. 
 
DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to participate 
in the study. I will describe the study and go through this information sheet. If you agree to 





WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? To give 
consent to be interviewed and Audio taped. 
 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide to 
participate, you are free to withdraw your consent at any time without giving a reason and 
without any consequences. If you wish to withdraw your consent, you must inform me as 
soon as possible. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR 
PAYMENT DUE TO ME: No 
 
RISKS INVOLVED IN PARTICIPATION: No, no risks are anticipated. 
 
BENEFITS INVOLVED IN PARTICIPATION: Further Knowledge about IMCI can be gained 
from the engagement. 
 
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? Yes. Names on 
the questionnaire/data sheet will be removed once analysis starts. All data and back-ups 
thereof will be kept in password protected folders and/or locked away as applicable. Only I 
or my research supervisor will be authorized to use and/or disclose your anonymised 
information in connection with this research study. Any other person wishing to work with 
you anonymised information as part of the research process (e.g. an independent data 




WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS? Yes. Anonymous means 
that your personal details will not be recorded anywhere by me. As a result, it will not be 





WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results will 
be written into a research report that will be a assessed. In some cases, results may also be 
published in a scientific journal. In either case, you will not be identifiable in any documents, 
reports or publications. You will be given access to the study results if you would like to see 
them, by contacting me.  
 
WHO IS ORGANISING AND FUNDING THE STUDY? The study is being organized by me, 
under the guidance of my research supervisor at the Department of Health Sciences in the 
University of Johannesburg. This Study has not received any funding. 
 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed to 
start, it was reviewed in order to protect your interests. This review was done first by the 
Department of Health, and then secondly by the Faculty of Health Sciences Research Ethics 
Committee at the University of Johannesburg. In both cases, the study was approved. 
 
WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this 
research study, its procedures or risks and benefits, you should ask me. You should contact 
me at any time if you feel you have any concerns about being a part of this study. My contact 
details are:  
 
Mapule Mnanzana 
073 356 2057 
Sm.mnanzana@yahoo.com 
 
You may also contact my research supervisor: 
Dr. Wanda Jacobs 
wandaj@uj.ac.za 
 
If you feel that any questions or complaints regarding your participation in this study have 
not been dealt with adequately, you may contact the Chairperson of the Faculty of Health 





Prof. Marie Poggenpoel 
Tel: 011 559-6686 
Email: mariep@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more 
specific information about this research project information, have any questions, concerns 
or complaints about this research study, its procedures, risks and benefits, you should 





Mapule Susan Mnanzana 
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SUSAN MAPULE MNANZANA 
 
 
Amendments made (or not) by the author or supervisor after completion of 
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